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PERNICIOUS ANEMIA—ITS NATURE AND A 
CONSIDERATION OF RECENT ADVANCES 
IN THE TREATMENT OF THE DISEASE* 


By Cyrus C. Strurcis, M. D. 
AND 
RAPHAEL Isaacs, M. D. 
Ann Arbor, Michigan 


OLR views concerning the nature of pernicious 
anemia have undergone considerable revision 
within the past decade, especially with reference 
to the underlying mechanism of the disease, the 
proper form of treatment, and the prognosis. It 
seems fair to state that more accurate and funda- 
mental information has been accumulated relating 
to this*condition in the past few years than had 
been known in the previous eighty-odd years in 
which it had been recognized as a clinical entity. 
For many years there were two conflicting views 
concerning the cause of the anemia in pernicious 
anemia. The original concept of Connheim * held 
that the anemia resulted from defective blood for- 
mation, whereas William Hunter,? some years 
later, contended that the fundamental cause was 
increased blood destruction. He regarded the 
hyperplastic bone marrow as evidence of a com- 
pensatory effort to supply an increased number of 
red cells to the peripheral blood. Recent investi- 
gations ( Peabody,’ Castle,* Minot and Murphy,° 
Sturgis and Isaacs *) have supplied new data from 
which it is possible to construe a logical working 
hypothesis concerning the fundamental cause of 
the condition. While there still remain many gaps 
in our knowledge, nevertheless the present view- 
point is the most adequate conception of the dis- 
ease which has been offered up to the present 
time. 
THE NATURE OF THE DISEASE 


It appears to be certain that there is an heredi- 
tary, constitutional and racial predisposition to 
pernicious anemia. It occurs most commonly in 
England, Ireland, Canada and the United States, 
whereas it is rare in China, South America, and 
among negroes. In the 580 cases recently studied 
at the Simpson Memorial Institute the incidence 
was significantly greater in the English-speaking 
people and Scandinavians than it was in immi- 


* From the Thomas Henry Simpson Memorial Institute 
for Medical Research, University of Michigan, Ann Arbor. 

* Guest speaker paper read before the general meeting 
of the California Medical Association at the sixty-second 
annual session, Del Monte, April 24-27, 1933. 


grants from Russia, Italy, and eastern Europe. 
It now seems to be well established that there is 
a familial incidence in pernicious anemia. This 
statement is supported by the fact that 27 per 
cent of our patients stated that there was an addi- 
tional case of “anemia” in their families, whereas 
only 9 per cent of a nonpernicious anemia group 
of equal numbers gave an affirmative answer to 
this question. Among our group of patients, 
furthermore, there have been a number of 
brothers and sisters with the disease, and other 
instances are reported in the literature where it 
has occurred in five or even seven members of 
the same family. 


An additional factor which is undoubtedly of 
etiologic importance is the persistent abnormality 
in the gastric contents as indicated by the achlor- 
hydria. In not a single patient in our group of 
580 was free hydrochloric acid found to be present 
either following the standard test-meal or with the 
newer technique employing the injection of hista- 
min, Furthermore, those patients who have had 
a gastric analysis many years prior to the onset 
of the symptoms of pernicious anemia have then 
had an achlorhydria. Finally, we have never ob- 
served the return of free hydrochloric acid in our 
patients despite an apparent complete return of 
health following treatment. While this gastric de- 
fect, appearing as it does in almost all patients 
with pernicious anemia, had for many years sug- 
gested the possibility that the stomach was in 
some way fundamentally concerned with the eti- 
ology of pernicious anemia, it was not until the 
brilhant investigations of William B. Castle * that 
the assumption was clearly established. This ob- 
server demonstrated conclusively that the stomach 
of a patient with pernicious anemia lacked the 
ability to secrete a substance whose function was 
to interact with some article ingested in the diet, 
thereby liberating “something” which controlled 
the maturation of the red blood cells in the bone 
marrow. The material contained in the diet, 
which is called the fAtrinsic factor, is unidentified, 
although Strauss and Castle’ suggest that it is 
vitamin B,. The active component of the gastric 
juice, the exact nature of which is unknown, is 
possibly of an enzyme-like character. Castle * 
speaks of this as the intrinsic factor. While an 
achlorhydria is constantly found in these patients, 
it is probable this is not the essential defect of 
the gastric secretion. This is suggested by the 
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observation that the effective substance is liberated 
when the two factors are brought together in a 
neutral medium outside the body. In addition, 
patients without true pernicious anemia yet with 
a blood picture resembling this condition, have 
been observed who had free acid present in the 
gastric contents, but lacked the intrinsic factor 
which is essential to the normal maturation of the 
red blood cells. 

It is suggested that this material thus formed 
normally in the stomach, passes through to the 
intestines, from which it is absorbed by the blood 
stream and transported to the liver, where it is 
stofed until called upon to function in the control 
of the development of the red blood cells. If 
this assumption concerning the normal mecha- 
nism is correct, it is possible theoretically that 
the seat of a macrocytic anemia, resembling per- 
nicious anemia, may be due to one of four causes: 
first, a diet deficient in vitamin B, (as in sprue) 
or some other food factor; second, a lack of the 
intrinsic factor as observed in pernicious anemia 
or in total gastrectomy; third, an inability to 
absorb the material which is formed by the inter- 
action of the intrinsic and extrinsic factors. Ane- 
mia of this type has been observed in patients 
following operations such as multiple intestinal 
anastomosis, with a resultant diminished intestinal 
area for absorption ; fourth, as suggested recently 
by Dr. S. Milton Goldhamer * of our laboratory, 
intensive liver damage as seen in cirrhosis of the 
liver, which prevents storage of the material con- 
trolling red blood-cell maturation. 

Any present-day consideration of this disease 
should not fail to emphasize that it is not only a 
disease of the blood, but also is usually character- 
ized by important lesions in the nervous and 
gastro-intestinal systems. In a great majority of 
patients, all three systems are involved, but usu- 
ally the anemia is the most conspicuous aspect of 
the clinical picture. In other patients, however, 
the initial and most prominent complaint may be 
referred to a glossitis or to the nervous system. 
Many months after these initial complaints have 
been present, the characteristic anemia of per- 
nicious anemia may appear. The etiology of these 
changes referable to the gastro-intestinal and nerv- 
ous systems is obscure, despite the new informa- 
tion which so satisfactorily explains the anemia. 


THE TREATMENT OF PATIENTS WITH 
PERNICIOUS ANEMIA 


Since 1926 a variety of forms of therapy have 
been used successfully in the treatment of per- 
nicious anemia and a sufficient period of time has 
now elapsed to evaluate each type and consider its 
merits and possible disadvantages. The original 
liver diet as introduced by Minot and Murphy ° 
was one containing 240 grams of cooked calf’s 
liver and a relatively low fat content. Since this 
form of diet was introduced about seven years 
ago, it has been determined that beef, calf, fish, 
chicken, and pork liver, either cooked or uncooked, 
is effective if consumed in adequate amounts. Ex- 
perience has determined, however, that calf’s liver 
is the most satisfactory on account of the superior 
taste and texture, although it should be remem- 
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bered that pork or beef liver is apparently equally 
efficacious and has the advantage of being ex- 
tremely low in cost, which is of considerable 
importance in the present financial depression. 
The liver may be cooked in almost any form, as 
the active principle is relatively stable toward heat. 
Some patients prefer to consume the liver raw 
after it has been prepared by mincing in the finest 
meat grinder attachment and mixed with water. 
The average dose of such liver is one-half pound 
daily until the blood count reaches normal, after 
which time it should be given in doses averaging 
one-fourth pound or more, five or six times a week 
in order to maintain the blood in a normal con- 
dition, Different patients may require variable 
doses. Although liver therapy in this form is 
effective, it is not a very practical method of giv- 
ing the treatment, as many patients have a dis- 
taste for liver and very few, in my experience, 
will continue to consume an adequate amount of 
it over a long period of time. The oral use of 
liver extract as originally introduced by Minot 
and Cohn® is a far superior form of treatment 
than whole liver. When this concentrated powder 
is given in daily doses, which are equivalent to 
500 to 600 grams of liver, the results are entirely 
satisfactory. This material may be dissolved in 
water, tomato juice or ginger ale, and the entire 
daily dose taken at once or consumed in two equal 
portions. It possesses the advantage of being easy 
to take, but the disadvantage of being costly. All 
physicians should be warned, however, that there 
are many preparations of this type which are com- 
mercially available, and in the past some of them 
have been inert or only weakly potent. As the 
unfortunate selection of such a product deprives 
the patient of definite, striking and immediate 
beneficial results, it is a matter for serious con- 
sideration. In order to avert such a possibility, 
the physician should prescribe only liver extract 
which has been tested clinically and certified as 
potent, as there is no other reliable means of 
assay. 

Desiccated, defatted hog’s stomach (ventricu- 
lin) was introduced as a practical form of treat- 
ment in 1929** and now, after being subjected 
to a thorough clinical trial in many patients, can 
be said to be highly effective. The results obtained 
by this form of treatment are entirely equal to 
those obtained by liver extract. Some patients 
consider that this material is more pleasant to 
take than liver extract, although it is not soluble, 
but may be given suspended in water, tomato 
juice, or ginger ale. As the active principle in 
stomach differs from that in liver by being sus- 
ceptible to heat, it may be destroyed in the process 
of manufacture. Stomach materials, therefore, 
should not be used except in lots which have been 
certified as potent, following a careful clinical 
trial. 

The most recent form of treatment is the paren- 
teral administration of liver extract, which has 
now been used for about three years. Following 
the publication by Castle and Taylor,’® in which 
they reported the use of this material intrave- 
nously, we have had an extensive experience with 
this form of therapy. Our material for intrave- 
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nous use has been prepared according to an origi- 
nal method,"* and has proved to be highly potent 
in the treatment of this disease. This material, 
when prepared according to a method previously 
described, can be given intravenously with slight, 
if any, unfavorable symptoms, and produces a 
striking response of the bone marrow. Often 
within thirty-six hours after the injection there is 
an increase in the number of reticulocytes, and 
these reach their greatest height on the fifth or 
sixth day; then the curve slowly diminishes until 
the percentage of these cells falls below one or 
two. The reticulocyte response from the intrave- 
nous administration of liver extract is similar to 
that observed when liver or ventriculin is given 
by mouth, with the exception that the increase in 
the number of the cells occurs more promptly fol- 
lowing the injection, and the percentage of these 
cells at the peak of the curve is greater. 

Our observations indicate that liver extract is 
twenty to thirty times more potent when given 
intravenously, which is in accord with the original 
conclusion of Castle.*° The preparation which 
was used has a volume of 20 cubic centimeters 
and contains the potent material derived from 
100 grams of whole liver. This dosage should be 
given once every five to seven days until the red 
blood cell count reaches normal limits, and then 
at monthly intervals to maintain the blood at 
that level. The injections should be given slowly 
in order to prevent the appearance of untoward 
symptoms. When liver extract prepared accord- 
ing to the method of Castle*® is used, rather 
severe symptoms may occur, These may appear 
from a few minutes to an hour after the injection, 
and consist of nausea, vomiting, chills and fever. 
The severe symptoms persist for only a short 
interval, but fever may be present for several 
hours. Realizing that such severe reactions were 
disadvantageous and that they prevented the wide- 
spread use of the material, the staff of the 
Simpson Memorial Institute attempted, with con- 
siderable success, to refine the product in order 
to retain its full potency, but eliminate the mate- 
rial responsible for the reactions. As has been 
reported elsewhere,"* a method has been perfected 
which accomplishes this fairly satisfactorily, al- 
though an occasional patient may complain of 
minor symptoms following the injections. During 
the past two years 160 patients have received 
1,500 injections and, although a few patients have 
experienced reactions, they have not in any in- 
stance been alarming. 

Although the intravenous method has a number 
of advantages over other forms of treatment, it 
is not recommended that it should entirely sup- 
plant them. Many patients prefer to have an 
intravenous injection at monthly intervals and 
thereby be relieved of daily dosage of liver, liver 
extract, or ventriculin by mouth. In some in- 
stances, such as large out-patient clinics, it is less 
expensive and has proved to be a highly satisfac- 
tory form of treatment. Any’ method whereby 
the treatment is given daily-by mouth, too often 
fails because the patient will discontinue the medi- 
cation entirely or consume an inadequate amount 
when the blood reaches normal or the symptoms 
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diminish. There is a greater assurance that the 
patient will receive adequate treatment when the 
amount of medication necessary for a month is 
injected at one time. The rationale of maintain- 
ing the blood in a normal condition by treatments 
at such long intervals has been questioned, but 
there is no indication that this plan of medication 
is ineffective. On the other hand, experience with 
this form of treatment suggests very strongly that 
entirely satisfactory results can be obtained. The 
final proof of the value of this treatment, as with 
any other, can be demonstrated only by the ob- 
servation of its effect on a large group of pa- 
tients for a period of several years. These data 
are now being collected from the continued study 
of a large group of patients who are under our 
observation, 

The treatment of pernicious anemia by the intra- 
muscular injection of liver extract was first re- 
ported by Gansslen** and later investigated by 
Strauss, Taylor, and Castle,** Murphy,** Connery 
and Goldwater,’® and others. Suitable prepara- 
tions may be made by the method suggested by 
Strauss and his associates, and a number of 
effective products are now available commercially. 
This form of liver treatment produces satisfac- 
tory results, and there are insignificant local and 
general reactions following the injections. It has 
the disadvantage of requiring injections at much 
more frequent intervals than is needed with the 
intravenous injections, although the exact amount 
required to bring the blood to normal and main- 
tain it there has not been accurately determined. 

Recently Morris and his associates ** have re- 
ported a remarkable remission in two patients 
with pernicious anemia, following the single intra- 
muscular injection of concentrated material de- 
rived from large amoynts of swine gastric juice. 
The reticulocytosis of ‘thirty-four and forty-four 
days’ duration far exceeded the response obtained 
from any other form of treatment. These results 
are of great interest from a theoretical standpoint 
and, should further studies confirm their early 
observations, it is possible that a more successful 
form of treatment may be developed which will 
surpass any other type which is now employed. 

It should be emphasized repeatedly that the suc- 
cessful treatment of pernicious anemia depends 
upon the administration of adequate amounts of 
a fnaterial of known potency. Many patients re- 
lapse or have a response which is only partially 
successful because this advice is disregarded, The 
doses of the various substances used in the treat- 
ment of this disease are the ones which are 
usually satisfactory for the average patient, It 
is known that an amount greater than these is 
required in patients with any type of active in- 
fection, in those with extensive arteriosclerosis, 
and in a third group for various reasons, includ- 
ing inadequate absorption, defective storage, and 
in some cases, factors which are still unknown. 
If the average dosage fails to result in the return 
of the blood to normal at the rate of 400,000 to 
500,000 red blood cells per cubic millimeter per 
week, or, if the blood having reached normal is 
not maintained at that level, then an increased 
amount of the preparation is indicated. 
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observation that the effective substance is liberated 
when the two factors are brought together in a 
neutral medium outside the body. In addition, 
patients without true pernicious anemia yet with 
a blood picture resembling this condition, have 
been observed who had free acid present in the 
gastric contents, but lacked the intrinsic factor 
which is essential to the normal maturation of the 
red blood cells. 

It is suggested that this material thus formed 
normally in the stomach, passes through to the 
intestines, from which it is absorbed by the blood 
stream and transported to the liver, where it is 
stored until called upon to function in the control 
of the development of the red blood cells. If 
this assumption concerning the normal mecha- 
nism is correct, it is possib le theoretically that 
the seat of a macrocytic anemia, re sembling per- 
nicious anemia, may be due to one of four causes: 
first, a diet deficient in vitamin B. (as in sprue) 
or some other food factor; second, a lack of the 
intrinsic factor as observed in pernicious anemia 
or in total gastrectomy; third, an inability to 
absorb the material which is formed by the inter- 
action of the intrinsic and extrinsic factors. Ane- 
mia of this type has been observed in patients 
following operations such as multiple intestinal 
anastomosis, with a resultant diminished intestinal 
area for absorption; fourth, as suggested recently 
by Dr. S. Milton Goldhamer ® of our laboratory, 
intensive liver damage as seen in cirrhosis of the 
liver, which prevents storage of the material con- 
trolling red blood-cell maturation. 

Any present-day consideration of this disease 
should not fail to emphasize that it is not only a 
disease of the blood, but also is usually character- 
ized by important lesions in the nervous and 
gastro-intestinal systems. In a great majority of 
patients, all three systems are involved, but usu- 
ally the anemia is the most conspicuous aspect of 
the clinical picture. In other patients, however, 
the initial and most prominent complaint may be 
referred to a glossitis or to the nervous system. 
Many months after these initial complaints have 
been present, the characteristic anemia of per- 
nicious anemia may appear. The etiology of these 
changes referable to the gastro-intestinal and nerv- 
ous systems is obscure, despite the new informa- 
tion which so satisfactorily explains the anemia. 


THE TREATMENT OF PATIENTS WITH 
PERNICIOUS ANEMIA 


Since 1926 a variety of forms of therapy have 
been used successfully in the treatment of per- 
nicious anemia and a sufficient period of time has 
now elapsed to evaluate each type and consider its 
merits and possible disadvantages. The original 
liver diet as introduced by Minot and Murphy ® 
was one containing 240 grams of cooked calf’s 
liver and a relatively low fat content. Since this 


form of diet was introduced about seven years 
ago, it has been determined that beef, calf, fish, 
chicken, and pork liver, either cooked or uncooked, 
is effective if consumed in adequate amounts. Ex- 
perience has determined, however, that calf’s liver 
is the most satisfactory on account of the superior 
taste and texture, although it should be remem- 
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bered that pork or beef liver is apparently equally 
efficacious and has the advantage of being ex- 
tremely low in cost, which is of considerable 
importance in the present financial depression. 
The liver may be cooked in almost any form, as 
the active principle i is relatively stable toward heat. 
Some patients prefer to consume the liver raw 
after it has been prepared by mincing in the finest 
meat grinder attachment and mixed with water. 
The average dose of such liver is one-half pound 
daily until the blood count reaches normal, after 
which time it should be given in doses averaging 
one-fourth pound or more, five or six times a week 
in order to maintain the blood in a normal con- 
dition. Different patients may require variable 
doses. Although liver therapy in this form is 
effective, it is not a very practical method of giv- 
ing the treatment, as many patients have a dis- 
taste for liver and very few, in my experience, 
will continue to consume an adequate amount of 
it over a long period of time. The oral use of 
liver extract as originally introduced by Minot 
and Cohn® is a far superior form of treatment 
than whole liver. When this concentrated powder 
is given in daily doses, which are equivalent to 
500 to 600 grams of liver, the results are entirely 
satisfactory. This material may be dissolved in 
water, tomato juice or ginger ale, and the entire 
daily dose taken at once or consumed in two equal 
portions. It possesses the advantage of being easy 
to take, but the disadvantage of being costly. All 
physicians should be warned, however, that there 
are many preparations of this type which are com- 
mercially available, and in the past some of them 
have been inert or only weakly potent. As the 
unfortunate selection of such a product deprives 
the patient of definite, striking and immediate 
beneficial results, it is a matter for serious con- 
sideration. In order to avert such a possibility, 
the physician should prescribe only liver extract 
which has been tested clinically and certified as 
potent, as there is no other reliable means of 
assay. 

Desiccated, defatted hog’s stomach (ventricu- 
lin) was introduced as a practical form of treat- 
ment in 1929'* and now, after being subjected 
to a thorough clinical trial in many patients, can 
be said to be highly effective. The results obtained 
by this form of treatment are entirely equal to 
those obtained by liver extract. Some patients 
consider that this material is more pleasant to 
take than liver extract, although it is not soluble, 
but may be given suspended in water, tomato 
juice, or ginger ale. As the active principle in 
stomach differs from that in liver by being sus- 
ceptible to heat, it may be destroyed in the process 
of manufacture. Stomach materials, therefore, 
should not be used except in lots which have been 
certified as potent, following a careful clinical 
trial. 

The most recent form of treatment is the paren- 
teral administration of liver extract, which has 
now been used for about three years. Following 
the publication by Castle and Taylor,’® in which 
they reported the use of this material intrave- 
nously, we have had an extensive experience with 
this form of therapy. Our material for intrave- 
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nous use has been prepared according to an origi- 
nal method,"! and has proved to be highly potent 
in the treatment of this disease. This material, 
when prepared according to a method previously 
described, can be given intravenously with slight, 
if any, unfavorable symptoms, and produces a 
striking response of the bone marrow. Often 
within thirty-six hours after the injection there is 
an increase in the number of reticulocytes, and 
these reach their greatest height on the fifth or 
sixth day; then the curve slowly diminishes until 
the percentage of these cells falls below one or 
two. The reticulocyte response from the intrave- 
nous administration of liver extract is similar to 
that observed when liver or ventriculin is given 
by mouth, with the exception that the increase in 
the number of the cells occurs more promptly fol- 
lowing the injection, and the percentage of these 
cells at the peak of the curve is greater. 

Our observations indicate that liver extract is 
twenty to thirty times more potent when given 
intravenously, which is in accord with the original 
conclusion of Castle.*° The preparation which 
was used has a volume of 20 cubic centimeters 
and contains the potent material derived from 
100 grams of whole liver. This dosage should be 
given once every five to seven days until the red 
blood cell count reaches normal limits, and then 
at monthly intervals to maintain the blood at 
that level. The injections should be given slowly 
in order to prevent the appearance of untoward 
symptoms. When liver extract prepared accord- 
ing to the method of Castle*® is used, rather 

severe symptoms may occur. These may appear 
from a few minutes to an hour after the injection, 
and consist of nausea, vomiting, chills and fever. 
The severe symptoms persist for only a short 
| interval, but fever may be present for several 
| hours. Realizing that such severe reactions were 
; disadvantageous ; and that they prevented the wide- 


spread use of the material, the staff of the 


Simpson Memorial Institute attempted, with con- 
| siderable success, to refine the product in order 
i to retain its full potency, but eliminate the mate- 


rial responsible for the reactions. As has been 
reported elsewhere,"* a method has been perfected 


; which accomplishes this fairly satisfactorily, al- 
' though an occasional patient may complain of 
j minor symptoms following the injections. During 


the past two years 160 patients have received 
1,500 injections and, although a few patients have 
experienced reactions, they have not in any in- 
stance been alarming. 
Although the intravenous method has a number 
of advantages over other forms of treatment, it 
» is not recommended that it should entirely sup- 
plant them. Many patients prefer to have an 
intravenous injection at monthly intervals and 
thereby be relieved of daily dosage of liver, liver 
extract, or ventriculin by mouth. In some in- 
stances, such as large out-patient clinics, it is less 
expensive and has proved to be a highly satisfac- 
tory form of treatment. Any’ method whereby 
the treatment is given daily by mouth, too often 
fails because the patient will discontinue the medi- 
cation entirely or consume an inadequate amount 
when the blood reaches normal or the symptoms 
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diminish. There is a greater assurance that the 
patient will receive adequate treatment when the 
amount of medication necessary for a month is 
injected at one time. The rationale of maintain- 
ing the blood in a normal condition by treatments 
at such long intervals has been questioned, but 
there is no indication that this plan of medication 
is ineffective. On the other hand, experience with 
this form of treatment suggests very strongly that 
entirely satisfactory results can be obtained. The 
final proof of the value of this treatment, as with 
any other, can be demonstrated only by the ob- 
servation of its effect on a large group of pa- 
tients for a period of several years. These data 
are now being collected from the continued study 
of a large group of patients who are under our 
observation, 

The treatment of pernicious anemia by the intra- 
muscular injection of liver extract was first re- 
ported by Gansslen**? and later investigated by 
Strauss, Taylor, and Castle,** Murphy,'* Connery 
and Goldwater,’® and others. Suitable prepara- 
tions may be made by the method suggested by 
Strauss and his associates, and a number of 
effective products are now available commercially. 
This form of liver treatment produces satisfac- 
tory results, and there are insignificant local and 
general reactions following the injections. It has 
the disadvantage of requiring injections at much 
more frequent intervals than is needed with the 
intravenous injections, although the exact amount 
required to bring the blood to normal and main- 
tain it there has not been accurately determined. 

Recently Morris and his associates *° have re- 
ported a remarkable remission in two patients 
with pernicious anemia, following the single intra- 
muscular injection of concentrated material de- 
rived from large amoynts of swine gastric juice. 
The reticulocytosis kisi and forty-four 
days’ duration far exceeded the response obtained 
from any other form of treatment. These results 
are of great interest from a theoretical standpoint 
and, should further studies confirm their early 
observations, it is possible that a more successful 
form of treatment may be developed which will 
surpass any other type which is now employed. 

It should be emphasized repeatedly that the suc- 
cessful treatment of pernicious anemia depends 
upon the administration of adequate amounts of 
a material of known potency. Many patients re- 
lapse or have a response which is only partially 
successful because this advice is disregarde d. The 
doses of the various substances used in the treat- 
ment of this disease are the ones which are 
usually satisfactory for the average patient. It 
is known that an amount greater than these is 
required in patients with any type of active in- 
fection, in those with extensive arteriosclerosis, 
and in a third group for various reasons, includ- 
ing inadequate absorption, defective storage, and 
in some cases, factors which are still unknown. 
If the average ’ dosage fails to result in the return 
of the blood to normal at the rate of 400,000 to 
500,000 red blood cells per cubic millimeter per 
week, or, if the blood having reached normal is 
not maintained at that level, then an increased 
amount of the preparation is indicated. 
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Chart 1.—Changes in red blood cell count, hemoglobin 


and reticulocyte percentage in a patient given five weekly 
intravenous treatments with liver extract, each dose rep- 
resenting 200 grams of fresh liver. 


Various other therapeutic agents have been 
used *for many years in the treatment of per- 
nicious anemia before the introduction of the 
modern forms of treatment, but our experience 
indicates that these are usually not necessary or 
beneficial if the proper liver or stomach therapy 
is administered. Dilute hydrochloric acid was ad- 
vised on the basis that almost all of these patients 
during a relapse had gastro-intestinal complaints 
and an achlorhydria. The results obtained from 
this drug before the use of liver were considered 
by some to be worth while, but a great majority 
of observers seriously questioned the value of this 
form of therapy even as a means of giving symp- 
tomatic relief. We have concluded that its ad- 
ministration is entirely unnecessary, as all of the 
gastro-intestinal complaints dis: appear following a 
therapeutically induced remission, regardless of 
continued and persistent absence of free hydro- 
chloric acid in the gastric contents. 

Blood transfusions, although in no sense cura- 
tive, as indicated by an extensive trial prior to 
the introduction of effective treatment in 1926, 
are still useful in some instances. It is our custom 
to make all arrangements for a transfusion and 
have a suitable donor available for immediate use 
in all patients with a blood count of one million 
or less on admission. A transfusion may be life- 
saving, as it serves to maintain the patient until 
the usual thirty-six or forty-eight hours elapse 
before the initial improvement following liver or 
stomach therapy is observed. In a number of in- 
stances, we have treated successfully patients who 
had a red blood cell count of 500,000 per cubic 
millimeter or less, by liver extract intravenously 
or by liver extract or ventriculin administered 
in large doses by a stomach tube, and have not 
considered transfusions necessary. Patients with 
pernicious anemia and an extremely low red blood 
cell count may develop a fatal pneumonia due to 
their low resistance, and it is, therefore, advisable 
to consider a blood transfusion as a preliminary 
measure in all such patients. : 
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The elimination of any form of infection in 
these patients, if possible, is highly desirable, as 
it is definitely known that the presence of an 
active form of infection in a patient partially in- 
hibits the response of the bone marrow to potent 
therapeutic agents. The removal of various foci 
of infection, such as teeth and tonsils, has been 
enthusiastically recommended and doubtless has 
resulted in improvement of the patient’s condition 
in some instances. It may be said in general, how- 
ever, that the presence of such foci has not pre- 
vented the proper response to liver or ventriculin, 
and when the sole therapeutic measure is the re- 
moval of either teeth or tonsils, slight, if any, 
improvement follows. There apparently is a wide- 
spread belief among the profession that infected 
teeth play an important etiologic role in pernicious 
anemia, as approximately one-third of the patients 
when first seen by us are edentulous. In some 
patients positive harm has followed the extraction 
of all the teeth, as after this procedure there is 
at least a temporary infection of the mouth and 
the patient’s nutrition undoubtedly suffers when 
the proper artificial denture has not been fitted 
and a limited diet has been consumed for a con- 
siderable period of time. There is no indication 
that other remedies which have been used thera- 
peutically in pernicious anemia in the past are of 
value in the modern treatment of the disease. 
Arsenic in various forms was the drug of choice 
for many years, and had the endorsement of 
Osler. While some improvement may follow its 
use, the results are so inferior to those obtained 
by liver or stomach that there does not appear to 
be any reason for recommending its use. There 
is slightly more evidence that occasionally iron 
may be of value in the treatment of some patients 
with pernicious anemia, but this has not been 
clearly established. Certainly during the stage of 
relapse there is no reason to believe that iron is 
necessary, for there is no deficiency of this sub- 
stance in the body as indicated by a high serum 
iron and an excess in various organs, such as the 
liver and kidneys. Following an induced remis- 
sion there is a loss of iron from the body and at 
this time a greater increase in the total number 
of red blood cells than there is in the percentage 
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Chart 2.—Average rate of increase in numbers of red 
blood cells in patients treated with liver extract intra- 
venously, each dose representing 100 grams of fresh liver. 
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of hemoglobin. As a result of this the color index 
usually falls below 1.0 and may remain there for 
a considerable period of time. In such patients, 
apparently, the condition may be corrected by the 
administration of such a preparation as ferrum 
reductum 0.5 gram three times a day. In some 
patients, and perhaps all, a continuation of the 
liver or stomach therapy alone might eventually 

produce the same result. 
THE EFFECT OF TREATMENT ON 
IN THE 


THE 
NERVOUS SYSTEM 


CHANGES 


The changes in the nervous system associated 
with pernicious anemia now constitute the major 
problem in the treatment of this disease. Cer- 
tainly the improvement in the neurologic mani- 
festations is far less striking than that observed 
in the symptoms directly referable to the anemia. 
Opinion concerning the efficacy of liver or stom- 
ach therapy on the changes in the nervous system 
is divided among competent observers, which is a 
clear indication that the desired results are not 
regularly obtained. Even casual observation of a 
large group of patients furnishes abundant evi- 
dence that the present method of therapy is not 
as effective as had been hoped for when the treat- 
ment was introduced. This is substantiated by the 
observation that a larger percentage of patients 
with advanced nervous lesions are referred for 
treatment at our clinic than were usually oe 
in any group of patients recorded as studied ¢ 


decade ago. It is logical to assume that this re- 
sults because, theoretically, a patient may sur- 


vive the blood condition indefinitely when under- 
going the proper treatment and this may permit 
an additional period of time to intervene in which 
changes in the nervous system may occur. 

A critical survey of the known facts concern- 
ing the nervous system involvement in pernicious 
anemia indicates that the change is a degenerative 
one, consisting of a diffuse loss of myelin. This 
occurs chiefly in the posterior and lateral columns 
of the spinal cord, but also involves the peripheral 
nerves. Castle emphasized that a similar change 
occurs in pellagra, and suggested that the change 
in the spinal cord in patients with pernicious 
anemia may be due to a deficiency of the anti- 
neuritic portion by vitamin B, which is associated 
in some we Ly with the persistent achlorhydria. 
Fouts et al.,1* however, recently studied the effects 
of the injection of vitamin B intravenously in 
these patients with neurologic manifestations and 
concluded that improvement did not follow this 
form of treatment when administered for periods 
varying from one to over seven months. 

While Castle* has demonstrated conclusively 
the etiologic relationship between the stomach de- 
fect and the anemia of pernicious anemia, and it 
is logical to assume an etiologic relationship be- 
tween it and the nervous system, yet there is no 
conclusive evidence of this at the present time. 
While no one has reported the presence or ab- 
sence of the intrinsic (anti-anemic) factor in the 
gastric juice of patients with subacute combined 
degeneration of the cord and a normal peripheral 
blood, it appears reasonable to assume that it is 
present under these circumstances because of the 
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nondevelopment of a macrocytic anemia, If this 

is true, then the condition responsible for changes 

in the nervous system differs from that causing 

the anemia, although the stomach may be con- 

cerned with the cause of both conditions. 
University of Michigan, Ann Arbor. 
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SOME OBSERVATIONS ON THE ALTERED 
PHYSIOLOGY OF HYPOPHYSECTOMIZED 
ALBINO RATS* 


By Howarp A. Batt, M.D. 
San Diego 


“If you can measure that of which you speak 
and can express it by a number, you know 
something of your subject; but if you cannot 
measure it, your knowledge is meager and un- 
satisfactory.” —Lord Kelvin. 


(GENE -RAL STATEMENT. The basic means 
of ascertaining the function of an endocrine 
gland is to completely remove it and study the 
effects of such removal. This has been done ex- 
perimentally with thyroid, parathyroids, ovaries, 
testes, pancreas and adrenals, as well as other 
organs of disputed endocrine relationship. A very 
great amount of knowledge has resulted that has 
become of practical value to the medical prac- 
titioner, while certain phases are of interest chiefly 
to the research worker. 

Comparatively recently a method of removing 
the hypophysis in the rat was described by Smith,‘ 
thus opening the field to a study of the function 
of this gland. Certain observations concerning the 
anatomical changes following removal of the hy- 
pophysis in experimental animals have been made 
by various workers. Not a great deal of resultant 
functional irregularity had been recorded. This 
report deals primarily with altered physiological 
responses in hypophysectomized albino rats, but 
a brief résumé of anatomical changes is presented 
in order that the results reported may be inter- 
preted more satisfactorily. 


ANATOMICAL CHANGES 


Atrophy of the thyroid, the adrenals, and the 
genital system is an inevitable consequence of 
ee removal of the pituitary gland. Growth 

eases and a progressive loss of weight occurs. 
If the gland is removed before sexual maturity, 
that event never occurs. Such animals remain in- 
fantile in sexual as well as in bodily development. 
If the gland is removed after maturity, an atrophy 
of the sex organs occurs. 

The fact that obesity does not occur in these 
animals is worth more than passing notice, since 
this fact casts more than a little doubt upon what 
is popularly known to clinicians as “pituitary 
obesity.” Injury to the hypothalamic region in 
experimental animals can produce marked obesity, 
but not simple removal of the pituitary gland. It 
may also be mentioned that no significant hair 
loss occurs which can be considered parallel to 
the alopecia which has been suggested to be due 
to pituitary deficiency.’ 


ALTERED PHYSIOLOGY 


A lowered basal metabolic rate results from 
thyroid atrophy, and a cessation of estrus results 
from an absence of the sex stimulating factor of 


* This paper was submitted under the 
“Lord Kelvin,’”’ and was awarded the 
Association Research 
annual session of the 
Monte, 


nom de plume 
California Medical 
Prize of $150 at the sixty-second 
California Medical Association, Del 
April 24-27, 1933. 
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the pituitary gland. Male animals are incapable 
of copulation and the testes recede into the ab- 
dominal cavity. Ovaries become atrophic, pre- 
sumably from lack of stimulation by the sex prin- 
ciple of the pituitary. Growth ceases from lack 
of the growth hormone of this gland. These find- 
ings have been reported previously. Reported here 
as new observations are: 

Measurement of food and water intake. 
Average weight loss curve. 
Assay of thyroid activity. 
Measurement of decrease in 


WN 


“body resist- 
ance.’ 


5. Sug 


rar tolerance curves. 
EXPERIMENTAL CONDITIONS 


Animals varying in age and sex were hypo- 
physectomized following the method described by 
P. E. Smith, with a slight modification. The 
operation consists essentially of visualizing the 
hypophysis through a ventral approach exposing 
the sphenoid bone which is then trephined, with 
subsequent removal of the gland by suction 
through a capillary tube. The animals that sur- 
vive the operation either succumb within the first 
twenty-four hours or recover and act normally 
about the third day after operation. At present, 
in the author’s hands, only slightly more than 50 
per cent of animals operated upon become avail- 
able for experimental use. 

Those animals used for assay of thyroid activity 
were prepared for operation by the use of picric 
acid in the operative field to obviate any stimu- 
lating effect of iodin on the thyroid gl ind. Picric 
acid "has advantages over iodin and is now used 
as routine preparation. 

Water intake measurements were made from 
the ordinary 180 cubic centimeters pharmaceutical 
bottles, graduated at intervals of 10 cubic centi- 
meters. Five to seven animals per cage was the 
usual condition for this work. 

Preparation for sugar tolerance tests consisted 


only of a twenty-four or forty-eight-hour fast 
without restriction of water. 
All sugar determinations were made by the 


author, using a modified Folin method described 
by Jeghers.* The animals were weighed, and one 
gram of glucose for every 100 grams body weight 
introduced by stomach tube in a 50 per cent solu- 
tion. Blood samples were obtained by clipping the 
tail with scissors at one, two, three, five, and in 
some instances seven hours. 

Sexes have been equalized in the experimental 
groups, and no effect due to sex has been ap- 
parent. It will therefore be understood without 
further mention in the discussions which follow. 

All animals that died were autopsied, to check 
on the completeness of pituitary removal. All 
others were judged on the basis of the weight 
curve, certainly a very reliable method, as will 
appear later. 


FOOD AND WATER INTAKE 


The water intake in hypophysectomized animals 
becomes of interest in connection with a consider- 
ation of the disease, diabetes insipidus. 


If the 
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Chart 1.—Water intake in cubie centimeters 
grams body weight per twenty-four hours: A, eight re- 
cently hypophysectomized animals; first observation on 
third postoperative day; B, seven hypophysectomized ani- 
mals from five to eight weeks following operation; C, five 
control animals; D, interval used for fasting and sugar- 
tolerance tests. 


per 100 


pituitary gland is an essential factor in the pro- 
duction of this disease there should be some dis- 
turbance of water metabolism when the gland is 
removed. This we find to be the case. The third 
day following operation the intake of water per 
100 grams body weight per twenty-four hours 
averages eight times that of normal animals kept 
under identical conditions, and almost an equal 
amount above a group of animals in which a 
“fake” operation was done, consisting of all the 
steps in the regular operation, including the re- 
moval of the bone plate and visualizing the gland, 
but not aspirating it. This rules out the operative 
procedure or the anesthetic as factors in the in- 
creased water intake. From the third day through 
the next five to eight, there is a fairly rapid de- 
crease in intake in the truly hypophysectomized 
animals until a level is reached where the intake 
is just short of three times (270 per cent) that 
of normal animals, and here it seems to remain 
fairly constant. Alteration downward did occur 
following sugar tolerance tests, but the level of in- 
take even then was considerably above the normal 
(160 per cent) (see Chart 1). Other series of 
animals have shown similar results, but occasion- 
ally to a considerably lesser degree. Group B in 
the chart represents the intake of a combined 
group of seven hypophysectomized animals ob- 





Chart 2.—Weight-loss curve of twenty-eight hypophysec- 
tomized animals. 


Days indicated are postoperative days. 
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served five and eight weeks following operation, 
indicating a continuance of this high intake. 

It may be mentioned as an incomplete observa- 
tion that several animals in which removal of the 
gland was not complete showed a persistent water 
intake at a high level similar to the intake of the’ 
animals directly after complete operation. This 
suggests that incomplete removal may have a more 
profound effect on water metabolism than com- 
plete removal. 

The intake of food is not altered to a degree 
which would seem to be significant, but if a re- 
liable difference exists it is in the direction of a 
lessened intake in the hypophysectomized animals. 
The average difference observed in the series 
under consideration varied from .6 to 2.3 grams 
per 100 grams body weight per twenty-four hours. 
These observations were made in ordinary cages 
with feeding cups designed to prevent waste, but 
the differences obtained during this period of ob- 
servation are not sufficiently great as to be signifi- 
cant under the above conditions. 

The point that is significant is the fact that in 
the face of a greatly increased water intake, and 
excretion (since the animals do not gain weight), 
food intake is not increased. It makes it more 
certain that the type of disturbed water metabo- 
lism we are dealing with is similar to that of 
diabetes insipidus rather than diabetes mellitus, 
though it will be shown later that there is a dis- 
tinct change in the ability of the body to utilize 
sugar. 

CURVE OF 


WEIGHT LOSS 


Following removal of the pituitary there is 
usually a loss of weight of several grams, at- 
tributable to the operative procedure. Those ani- 
mals in which a complete removal has not been 
effected usually exceed their immediate postopera- 
tive weight within a week. Occasionally animals, 
even with complete removal, do not lose weight 
before four days after operation. This may per- 
haps be accounted for by the increased water 
intake, some of which is retained. A progres- 
sive loss of weight occurs from this point on. 
A composite graph of average weight loss in a 
series of twenty-eight unselected hypophysecto- 
mized animals, composed of thirteen males and 
fifteen females, is presented in Chart 2. After 
the fourth day this shows an average weight loss 
of .5 gram per day. This chart covers a period 
of three weeks, at which time most of the animals 
were used experimentally, but past observations 
indicate that a similar weight loss continues. In 
this connection the question arises as to the part 
played by the growth hormone of the hypophysis 
in maintaining body weight. It is essential for 
increases in weight in the growing animal, and the 
immature hypophysectomized animal responds to 
its injection with rapid gains in weight. Its ab- 
sence may account for the progressive loss of 
weight in these animals, an explanation that seems 
likely. Even assuming the foregoing suggestion to 
be true, it becomes impossible at the present time 
to be certain what part, if any, this endocrine 
principle may have in regulating the body weight 
of adult animals. 








Chart 3.—Sugar tolerance curves. Weeks refer to elapsed 
time following hypophysectomy. The five-week group com- 
prised eight animals, the two and three-week group 
twelve animals. Control curve represents nine tests on 
five animals. 


ASSAY OF THYROID ACTIVITY 


This work was carried on in collaboration with 
Doctors B. M. Allen and Leo T. Samuels, and 
is mentioned here through their courtesy. The 
detailed study is to be recorded elsewhere, and 
the following is but a summary of the experiment. 
Since the thyroid gland atrophies following re- 
moval of the pituitary, it becomes important to 
know its functional capacity. Is the potency of 
the thyroid decreased as well as its size, or does 
the potency remain unchanged and only a decrease 
in size occur? We believe this question has been 
answered thus: Weight for weight the thyroid 
gland of the hypophysectomized animal is as 
potent biologically as the thyroid substance of 
normal animal. 

The thyroid glands used were removed from 
the control and test animals, immediately frozen, 
desiccated and weighed, and their potency deter- 
mined, using the metamorphosis of the tadpole 
as the indicator. 

DECREASE IN BODY RESISTANCE 

The term “body resistance’ is used for want 
of a more accurate or descriptive term. It is used 
to indicate the ability of the body to resist insult, 
whether it be infectious, toxic, or otherwise. 

It had been noticed that these hypophysecto- 
mized animals developed otitis media and pneu- 
monia much more frequently than normal animals 
kept under identical conditions. It had also been 
noted that when Walker Sarcoma No. 256 was 
transplanted into these animals the tumors grew 
to be only one-sixth as large by weight as those 
in control animals. Despite the fact that these 
animals supported only one-sixth the amount of 
tumor tissue as that supported by the controls, 
the length of life did not extend beyond that of 
the control animals. 

These observations indicated a decrease in the 
resistance of the hypophysectomized animal. To 
measure this decrease in one of its aspects, the 
following was done: 

Crystalline cobra venom was dissolved in nor- 
mal saline to make a 10 milligram per cent 
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solution, and injections made intraperitoneally to 
determine the minimal lethal dose for normal and 
hypophysectomized animals. It was found that 
.75 cubic centimeters of this solution per 100 
grams body weight was lethal, irrespective of wide 
variations in body weight, in fourteen out of 
eighteen control animals so treated. (Of five ani- 
mals given .66 cubic centimeters per 100 grams, 
four survived and one died.) Preliminary ob- 
servations indicated an increased sensitivity to such 
treatment in hypophysectomized animals. Two- 
thirds the minimal lethal dose established for the 
controls was found to be lethal for hypophysec- 
tomized animals, killing twelve out of fifteen 
so treated (.5 cubic centimeters per 100 grams 
weight). The survival period following injection 
averaged five hours in each group. If one ap- 
praises the fact that hypophysectomized animals 
have less body fat than normal animals, it becomes 
apparent that the difference is even greater than 
that indicated by the figures. Eight of these hypo- 
physectomized ‘animals were given thyroid sub- 
stance by mouth twice weekly in libe ral doses to 
rule out thyroid atrophy as an important factor 
in the phenomenon. Thyroid feeding does not 
change the level of tolerance to cobra venom in 
these animals, and the cause of this decreased 
resistance must be sought elsewhere. Attempts to 
raise the tolerance of these animals by adminis- 
tration of the adrenal cortex extract eschatin have 
thus far failed. 





Chart 4.—Individual responses of two animals two and 
five weeks after hypophysectomy, showing radical change. 
All experimental conditions identical on both occasions. 
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An additional evidence of lowered body resist- 
ance in these animals was incidentally apparent 
during the experiments on sugar tolerance about 
to be described. This procedure makes all of the 
animals sick, and a high proportion of hypophy- 
sectomized animals succumb. Thus, in our series 
to date, thirty-two tests on seventeen hypophysec- 
tomized animals resulted in death for eleven, 
whereas in fourteen tests on five normal animals, 
death came to but one. This is a difference of one 
death for every three tests in the hypophysec- 
tomized animals, and one for every fourteen in 
the controls. 

Plans for studies in other phases of immunity 
than that detailed above were made, but had to 
be abandoned because of lack of funds for the 
rather costly work in developing immunity. 


SUGAR TOLERANCE CURVES 


‘The sugar curves presented here were obtained 
from seventeen hypophysectomized animals. Five 
normal animals were used as controls. The results 
indicate a change in reaction, depending upon the 
lapse of time following operation. Thus at two 
and three weeks there is a distinct increase in the 
ability of the body to utilize sugar, while at five 
weeks and upward the reverse is true, the inability 
becoming progressive. 

These changes would seem to indicate that in- 
sulin. was more readily available two to three 
weeks after operation than in normal animals, but 
that at the end of five weeks and onward insulin 
could not be made available in sufficient quantities 
to hold the blood sugar even near the normal 
curve. The charts presented are average curves 
of groups sufficiently large to be significant. Only 
rarely did an individual animal deviate from the 
general trend of the group. 

Chart 3 presents average curves of eight ani- 
mals five weeks after removal of the gland, twelve 
animals from two to three weeks after operation, 
and a control curve of nine tests on five normal 
animals. 

Chart 4+ gives as an illustration the difference 
in reaction of two animals at two and five weeks 
after hypophysectomy, indicating that the changes 
may be very extreme during this span of time. 

One other item of significance is that the fast- 
ing sugar level in the hypophysectomized animals 
is, with but few exceptions, considerably below 
the lowest figures for the control animals. This 
would suggest, as a possible explanation, glycogen 
depletion of liver and muscles. 

Most animals that succumb during this test do 
so within six hours after the introduction of 
glucose into the fasting stomach. They become 
“dopy,” breathe slowly, lose the ability to walk, 
and die gradually. A very high blood sugar is 
found at death. Death occurs in so short a time 
as to make acidosis at best an awkward explana- 
tion, particularly because of the abundance of 
sugar available, though they seem to have many 
of the symptoms of coma. It seems as though the 
presence of a high blood sugar is in itself dele- 
terious. It is certain that some increase in blood 
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viscosity occurs, for in these animals, as occasion- 

ally in others, it became impossible to obtain blood 

from the tail no matter how short it was severed. 
CONCLUSIONS 

1. Water intake is persistently increased in 
hypophysectomized animals. This ranged from 
eight times the normal, following operation, to 
2.5 times the normal five and eight weeks follow- 
ing operation in the group reported, and probably 
continues. [ood intake in this series was not sig- 
nificantly altered. 

2. A progressive weight loss of approximately 
.9 gram per day occurred in a group of twenty- 
eight hypophysectomized animals between the 
fourth and twenty-first days after operation, and 
continues at about the same rate. 

3. Weight for weight, the biologic potency of 
the thyroid tissue of hypophysectomized animals 
is equivalent to that of normal animals, but there 
is less of it. 

4. In several respects hypophysectomized ani- 
mals show a measurable decrease in the ability of 
the body to resist insult. 

5. An increase in the ability of the hypophysec- 
tomized animal to utilize sugar occurs two weeks 
following removal of the gland, with a reversal 
at five weeks. From this point the decreased toler- 
ance appears to become progressive. 

4241 Hilldale Road. 
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iit 
COMMENT ON TWO CLINICAL CASES 
KX are fortunate in that recently we have had 
two clinical cases that offered unusual ex- 
perimental opportunities—a case of Paget’s dis- 
ease, and one of surgical parathyroid tetany. The 
case of Paget’s disease was operated upon because 
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we hoped to find a hypertrophy or an adenoma of 


the parathyroids. At operation the parathyroids 
showed no gross pathologic changes, but because 
of the patient’s condition one parathyroid was re- 
moved for study and its possible use for grafting. 
Sections of this gland showed no evidence of 
pathology. About nine-tenths of the gland was 
maintained by tissue cultures, some of which were 
grown on slides in the usual manner and the rest 
in tiny flasks. For the first two weeks a medium 
was used which contained the serum of the patient 
from whom the gland had been removed. The 
plasmatic medium was prepared in the usual way 
and also contained the beef embryo juice, which 
likewise was used in the animal experiments. 
Growth of the tissue was very rapid and lique- 
faction was troublesome, making it necessary to 
change the medium frequently. At this point it 
was decided to transfer this cultured material into 
a medium containing the fluids of the patient suf- 
fering from parathyroid tetany. Therefore she 
was bled when necessary and her serum and 
plasma used for a period of four weeks in the 
culture media of the growing human parathyroid. 
The growth of the tissue in this foreign medium 
was just about as rapid as it had been previously, 
but there was less liquefaction. The liquefaction 
fluid produced while the tissue was in the serum 
of the donor had a pu of 6.9 and was saved and 
kept in the refrigerator. That produced while it 
was in the serum of the recipient was saved sepa- 
rately in the same manner, and both fluids, through 
the courtesy of Doctor Schelling of the Harriet 
Lane Home, were tested for their content of para- 
thyroid secretion. The method that he used was 
the effect of these solutions on the calcification 
of the bones of young rats. These experiments 
were negative, as might have been expected, had 
we known of the experiments of W. J. Allerdyce,® 
whose work showed that tissue enzymes destroy 
parathormone almost as fast as it is formed, espe- 
cially if allowed to stand in contact with them. 
At the end of the four-week period on Febru- 
ary 17, 1933, the tissue cultures were transplanted 
into the areolar tissue of the axilla of the patient 
with tetany. This patient into whom they were 
transplanted has been suffering with tetany in a 
latent form for over sixteen months following 
thyroidectomy without any apparent improvement, 
and goes into active tetany at the beginning of 
each menstrual period. At the time that the trans- 
plantation was done, her calcium was 6.80 (milli- 
grams per 100 cubic centimeters) and phosphorus 
was 5.61. She had a positive Trousseau in sixty 
seconds, and a positive Chvostek. Four days pre- 
vious to the time of transplantation she had had 
an attack of active tetany so severe that she was 
unconscious for nearly half an hour. One week 
previous to the implantation of the graft her cal- 
cium was 6.62 (February 3), but phosphorus was 
not done. On January 27 her calcium had been 
4.94; but in spite of this low calcium she was 
feeling quite well. The end-results of this experi- 
ment will have to be reported later. 
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PLANS CONCERNING PRESENT AND 
FUTURE STUDIES 


Again repeating that this paper is a preliminary 
report, we wish to set forth the lines along which 
our present work is continuing and our future 
plans are laid. Thus far we have used only two 
of the ductless glands for grafting experiments— 
the thyroid and the parathyroid—and with each 
have had at least a measure of success. It is our 
purpose to extend this study to include graft- 
ing experiments with adrenal cortex, islands of 
Lange rhans, hypophysis, and other endocrine or- 
gans. These will be dealt with in the same manner 
as thyroid and parathyroid. More basically impor- 
tant, we expect to try cross-species grafting by 
the same technique. In the earlier period of this 
work we tried various cat-dog grafts, before the 
development of the tissue culture adaptation to 
host serum method, with the uniform failure that 
others have reported. We recognize that because 
of the promise of our experiments in homografts 
within the same species, we have no justification 
to expect similar results in heterografts across 
species lines, yet it is cert nly the next logical 
step in the extension of the method, and one of 
the greatest importance. Because it is obvious that 
if a method successful cross-species grafting 
can be developed, the practical utility of its clini- 
cal application will be enormously enhanced. An- 
other phase of inv estigi ition that has already been 
planned and started in preliminary fashion is the 
study of the specific chemical properties of the 
cells of endocrine glands while growing in cell 
cultures. It will be interesting certainly, and possi- 
bly of value, to know whether cell cultures of 
thyroid elaborate detectable amounts of thyroxin, 
for instance, or whether cultures of Langerhans’ 
cells produce insulin i vitro. Among other oppor- 
tunities that this method may offer is a way to 
test further Halsted’s suggested law of deficiency 
as a requirement for successful endocrine grafts. 
It is very apparent that if a regularly success- 
ful technique of gland grafting is evolved, this 
suggestion of Doctor Halsted’s can be readily sub- 
mitted to conclusive experiment. There are fur- 
ther and more theoretical problems of general 
biology that suggest themselves as possible sub- 
jects for study by such a method. For instance 
can we reproduce experimentally the diseases of 
glandular excess by grafting masses of tissue into 
normal animals? Can we study the supposed bal- 
ance between endocrine glands by this method? 
We make bare mention of the obvious approach 
this may offer to the “rejuvenation” idea, so often 
and so basely exploited before. To the imagina- 
tion of the clinician, less abstruse but more practi- 
cal possibilities suggest themselves. As was stated 
in the beginning of this paper, the treatment of 
those disorders of the endocrine glands involving 
excess are dealt with on a principle that may fail 
in individual cases but that is sound and success- 
ful in general. The treatment of the deficiency 


disorders has made great progress recently, but 
it is still resting on an essentially unsatisfactory 
foundation—the administration of externally pre- 
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pared chemical products. What a boon if we could 
replace the lacking products, not by repeated intro- 
duction from without, but by constant steady 
elaboration from within the body itself! What a 
triumph if we could give back to the myxedema- 
tous patient a working thyroid, to the diabetic a 
functioning insulin apparatus, and to all the other 
sufferers from endocrine insufficiencies the living 
tissues that would restore them to normal health 
and function! Surely this is a dream worth 
cherishing, and an attainment worth working for. 


SUMMARY OF PRESENT CONCLUSIONS 


But while we naturally and rightly cherish our 
dreams of future possibilities, we emphasize again 
that we are not deluded and wish to delude no 
one else as to the limited extent of our actual 
present results. It may be well to conclude this 
paper with a brief summary of our conclusions, 
and their meagerness will act as a correction to 
any overenthusiasm that may be inferred from the 
preceding paragraph. 

1. The success of grafts of endocrine glands 
depends on at least three principal factors, and 
possibly others not yet known. Those factors are 
the site at which the graft is placed, the physical 
form of the grafted tissue, and the chemical ad- 
justment of the graft to the host. 

2. As concerns the site of the graft, it should 
be placed in a location of loose structure, free 
from pressure, near a good blood supply but not 
too vascular, and easy of access, 

3. As concerns the physical form of the graft, 
it should be either in finely divided fragments of 
the original gland, or in the form of tissue cul- 
tures grown from the original gland. Such forms 
of graft permit the individual cells to come in 
close and quick contact with nutrient substances 
without depending at first upon the development 
of an organized blood supply. 

4. The chemical adaptation of graft to host may 
be sought by growing the graft as a tissue culture 
in a medium made up from fluids of the host’s 
body, thus providing an opportunity for prelimi- 
nary adjustment of the graft to its future chemi- 
cal environment. 

5. By the observance of these requirements, in 
a series of experiments thus far not sufficient to 
be conclusive, a promising measure of success has 
been attained. 

6. The subject as a whole is full of such great 
possibilities of clinical value and scientific interest 
that it deserves active and earnest prosecution. 

18 West Franklin Street. 
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THE KNEE JOINT—-SAUNDERS 


THE KNEE JOINT—ITS FUNCTIONAL 
ANATOMY AND THE MECHANISM 
OF CERTAIN INJURIES* 
By Joun B. peC. M. Saunoers, M. B., F. R. C. S. (Edin.) 


San Francisco 


NY consideration of the functional anatomy 

of the knee joint and of the mechanism of 
injury, historically, focuses attention on the work 
of four men. One hundred and fifty years ago 
William Hey? of Leeds recognized clinically and 
treated successfully the condition known as in- 
ternal derangement of the knee joint, and was the 
first medical man to invade this province of the 
bone setter. To Edinburgh we turn for the work 
of the other three. There, John Goodsir,? the 
master anatomist, carried out his remarkable work 
on the mechanism of the knee joint while pro- 
fessor of anatomy during the years 1846-67. To 
his demonstrator, Thomas Annandale, who suc- 
ceeded Lister as professor of surgery in Edin- 
burgh, fell the distinction of performing the first 
operation for a tear of the semilunar cartilage. 
This operation was performed in 1883, just fifty 
years ago, and was followed by the experimental 
work of Annandale’s pupil, Scott Lang,* who car- 
ried out the earliest experiments on the mecha- 
nism of production of such internal derangements 
of the knee joint. 

This paper is very largely an expression of per- 
sonal opinion derived from repeated examinations 
of the knee joint, in health, in injury, and on the 
cadaver. 

rom time to time I have repeated much of the 
work of others and I am very largely in agree- 
ment with their interpretations except in certain 
details. It is not possible in such a short discourse 
to enter into a critical examination of the litera- 
ture, nevertheless wherever I have cited others | 
have personally verified and agree with their 
opinions. 


THE KNEE JOINT STRUCTURE AND 
MOVEMENTS 


The knee joint is a double articulation enclosed 
in a common synovial membrane. Of these two 
articulations the chief is that which occurs be- 
tween the femur and the tibia, which also is in 
itself double. The articulation between patella and 
femur will not be discussed in this discourse; and 
in what follows, knee joint refers arbitrarily to 
the tibiofemoral joint. 

The knee joint, classed as a freely movable or 
diarthrodial joint, conforms to a general principle 
which is characteristic of most, if not all, such 
diarthrodial joints. This principle is exhibited in 
a dual function of the articular surfaces. Diarthro- 
dial joints, and especially those of the lower ex- 
tremity, must subserve two purposes. As Walms- 
ley,* following Goodsir,? puts it, the first is the 
transmission of body weight through a temporarily 
stabilized couple, the components of which are dis- 
placeable; and the second is the free movement 
of the components on one another by the action 
of the related muscles. Stabilization of a joint is 


*From the department of anatomy, University of Cali- 
fornia Medical School, San Francisco 
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brought about when the joint surfaces are largely 
in contact with one another and fully congruent, 
the joint being converted in a functional sense 
from a diarthrosis to a synarthrosis (Walmsley *). 
It is this congruity of surfaces which occurs in 
joints when they are said to be screwed home or 
locked in the position for weight transmission. 
The articular surfaces of the knee joint become 
most fully congruent in complete extension, which 
is the position of “stable equilibrium” for that 
joint. We find, therefore, that anything which 
interferes with this full congruence leads to one 
of the causes of instability described by the patient 
subjectively as a “weakness” in the joint. 

In the next phase, the phase of movement, the 
articulating surfaces are incongruous, a functional 
relationship of the greatest importance, as Good- 
sir? showed. By this means, joint surfaces when 
in motion are part in action and part at rest, 
which allows of reparation and nutrition. This 
mechanism is evident in the knee joint and is en- 
hanced by the action of the menisci, as will be 
discussed below. 

The movements of the knee joint are primarily 
those of flexion and extension, but an important 
rotatory movement occurs in conjunction. These 
movements are related to the shape of the articu- 
lar surfaces and are controlled by and associated 
with the ligaments, menisci and muscles. The 
femoral condyles in passing from flexion to ex- 
tension do not roll upon the condyles of the tibia ; 
if they did, the femur would have a progressive 
forward movement which would eventually end 
by the femur rolling completely off the tibia. 
Therefore, with the tibia fixed, as in walking, the 
femoral condyles in extension must slip or “skid” 
progressively backward, as does the locked wheel 
of a vehicle skidding on a slippery surface, with 
a continued forward momentum. 

The effect of this backward skidding of the 
femoral condyles, which of course is only relative, 
is to alter the relz itionship of the fixed points of 
attachment of the collateral ligaments. Taking the 
tibia as fixed, the superior attachments of these 
ligaments are carried further backward and up- 
ward; that is, the distance between these fixed 
points of attachment is increased, so that these 
ligaments become progressively more taut, a part 
of the mechanism to stabilize the knee joint in 
extension. The rotation which completes extension 
enhances this effect. As the medial meniscus is 
attached to the tibial collateral ligament, tighten- 
ing of this ligament in extension serves partly to 
draw the meniscus out of the pathway of the on- 
coming condyle. This mechanism is important in 
internal derangements. The tibial collateral liga- 
ment is invariably damaged, whether alone or with 
other ligaments, when undue lateral mobility or 
rotation occurs with the joint in full extension—a 
relationship which will be considered in the dis- 
cussion on the cruciate ligaments. 

The long axis of the tibial surface of the medial 
femoral condyle is set at an angle of some 15 de- 
grees to the anteroposterior vertical plane. This 
surface forms part of an are of a circle whose 
center is lateral to the knee joint and whose radius 
is about six inches in length; so that, with the 
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tibia fixed, when extension occurs this movement 
becomes complicated by one of medial rotation of 
the femur on the tibia, the articular surfaces fol- 
lowing their axes. This movement of medial rota- 
tion commences early, but becomes progressively 
more evident as full extension is approached. As 
the center of this rotatory movement lies lateral 
to the lateral femoral condyle, this condyle, being 
within the circle of this movement, has to “mark 
time” for the medial femoral condyle. Therefore 
the lateral meniscus is more nearly a circle to 
provide for this pivotal action. The medial rota- 
tion of the femur on the tibia in full extension 
renders the articular surfaces and menisci fully 
congruent with one another, and the knee is in 
a position of stability for weight transmission and 
is said to be screwed home or locked. Full ex- 
tension at the hip likewise screws home that joint 
in full congruence, so that in the erect posture a 
stable column for weight transmission is formed 
from trunk to ground (Walmsley *). The limb, 
with joints in stable equilibrium, supported by 
tightened ligaments, assisted by muscle tonus and 
gravity, forms a rigid but resilient column for the 
support of the superincumbent weight, with a 
minimum of muscular effort. Release of this lock 
in walking is effected by tilting forward of the 
body at the pelvis to undo the hip joint and by 
the action of the popliteus muscle in producing 
lateral rotation of the femur at the knee. The 
popliteus muscle can, therefore, be looked upon 
as the “priming” which sets the knee joint in 
motion. 
FUNCTION OF THE MENISCI 

It is usually said that the function of the 
menisci is to compensate for the incongruity and, 
by movement, to pack the opposed femoral and 
tibial surfaces. That this is not the case is evident 
to anyone who has examined these cartilages dur- 
ing movement. As already mentioned, they are 
fully congruous in only one position of the joint, 
namely, in full extension when the joint is stabil- 
ized for weight transmission. In movement, they 
tend to increase the disparity between the surfaces 
and set themselves to form cuneiform spaces 
between the moving parts. MacConaill® has re- 
cently given a new and most satisfactory inter- 
pretation of the function of such articular disks 
as found in joints. By reference to the theory of 
lubrication, he has shown that intra-articular carti- 
lages relate primarily to the synovial fluid, rather 
than to the articular surfaces of the bones. The 
menisci, by the production of such cuneiform 
spaces, create a positive pressure of synovial fluid 
between the opposed surfaces and so prevent their 
premature approximation. In this manner they 
play an active rather than a passive part. Mac- 
Conaill ° makes an interesting comparison between 
the menisci of the knee joint and the so-called 
Mitchell thrust pads. The Mitchell thrust pads 
are a refinement of marine engineering and are 
employed when thrusts are to be carried by a 
film of lubricant during motions in which there 
is a considerable element of gliding, and in which 
a screw-like movement along the axis of thrust 
is discouraged. Such pads or menisci increase 
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August, 1933 


motion and, therefore, surgical removal of a por- 
tion of a meniscus does not, under ordinary cir- 
cumstances, lead to symptoms. In fact, there is 
often an incomplete fibrous replacement of the 
cartilage after removal which tends to restore the 
normal condition, and which may in turn be in- 
jured, giving rise to diagnostic difficulty. In many 
cases removal leads to the development of osteo- 
arthritic changes from increased friction. Further- 
more, the argument that these intra-articular disks 
are but vestigial remnants is not borne out by 
the facts of comparative anatomy which, on the 
contrary, shows them to be new mammalian ac- 
quisitions. 

Experimentally, it is not difficult to see how 
lesions of the menisci are produced, and there are 
several maneuvers which will cause such lesions. 
In flexion, the lateral cartilage moves backward 
as a whole and becomes more nearly circular. The 
anterior horn of the medial cartilage is drawn 
toward the center of the joint, and as this carti- 
lage is fixed at about the center of its periphery 
to the deep aspect of the tibial collateral ligament, 
it is drawn exceedingly taut. Forcible lateral rota- 
tion of the leg increases this effect and may lead 
either to bodily displacement of the cartilage, or to 
tear of the cartilage at the junction of its mobile 
and fixed portions or to a tear of the “bucket- 
handle” type. As to whether the “bucket-handle” 
type results or not seems to depend upon the 
nature of the attachment of the anterior horn, 
which varies somewhat in different specimens. In 
this connection it may be of interest to record 
that the torn medial cartilage has been seen drawn 
across to the extreme lateral side of the joint, 
causing a confusion in diagnosis. On the other 
hand, sudden extension, combined with rotation, 
may tear the cartilage longitudinally and increase 
the damage to an already displaced or torn menis- 
cus. Forcible medial rotation of the leg tends to 
damage the lateral cartilage, although this effect 
is variable. It is much more difficult to elucidate 
the mechanism of injury to the posterior parts of 
the cartilages. While I have not been able to pro- 
duce such lesions on the cadaver, yet | have noted 
that the greatest stress would seem to be thrown 
on the posterior parts of these cartilages when the 
limb is forcibly rotated and then suddenly flexed 
to its maximum. Damage to the lateral cartilage 
is said to give rise to the “clicking” knee, and it is 
possible, with slight damage to the articular sur- 
face, to reproduce experimentally such clicks when 
the lateral cartilage is displaced. 


TIPE CRUCIATE LIGAMENTS 

The cruciate ligaments lie obliquely between the 
condyles of the femur and it is important to 
remember that they exist in part in the antero- 
posterior plane and in part in the mediolateral 
plane. Their disposition in the anteroposterior 
plane and their eccentric attachment account for 
the orthodox view that the anterior ligament 
tightens and limits extension, the posterior, flexion. 
Actually, however, both are .taut in extension, 


hecause extension is complicated by rotation and 
because of the more extensive attachment of 
ligament, 


the 


posterior cruciate The disposition of 
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these ligaments in the mediolateral plane is of 
great importance in guiding and controlling rota- 
tion of the leg, an effect supplemented by the 
oblique position of the oblique popliteal ligament. 
For this reason rupture of the anterior cruciate 
ligament, often associated with injury to the 
medial meniscus, is not attended later by loss of 
stability in the joint. 

[ have recently examined four cases in which 
there existed a rupture of the anterior cruciate 
ligament proved at operation. None of these ex- 
hibited any disability whatsoever, and in none was 
there any inst ibility or increase in motion in any 
direction except for a slight increase in lateral 
rotation of the leg when the limb was flexed. 

Pringle,® experimenting on the cadaver, reports 
similar results. This may be due to the fact that 
the oblique popliteal ligament is supplementary to 
the anterior crucial. Excessive mobility and in- 
stability occur only when this injury is accom- 
panied by a rupture of the tibial collateral liga- 
ment. Pringle states that in those instances in 
which he succeeded in rupturing the anterior 
cruciate ligament on the cadaver he found, on 
examining the ligaments of the joint, that there 
was always a degree of tearing of the tibial col- 
lateral ligament at its deep or articular aspect, and 
that this tearing was incomplete, never involving 
the superficial fibers. This raises the question of 
the desirability of carrying out extensive and diffi- 
cult reconstruction operations within the joint. I 
am not in favor of these, nor are they indicated 
except in cases of gross injury. Repair and re- 
construction of the collateral ligaments seems, 
from my experience, to be the logical procedure, 
since in those cases that exhibit inst: ibility the 
lesion of importance is a tearing of the tibial col- 
lateral ligament and often of fibers which are deep 
and, therefore, not evident. 

The posterior cruciate ligament is shorter, has 
much more extensive attachments and, therefore, 
its rupture is much rarer. This injury is more 
serious, is often complicated by extensive damage 
to other structures, and clinically permits of ab- 
normal backward displacement of the tibia, It 
seems to be produced when the tibia is forcibly 
driven backward with knee in full flexion ( Pagen- 
stecher ‘). The ligament is safeguarded from rup- 
ture in full flexion by contact of calf with thigh. 

The foregoing discourse is but a summary of 
the more salient features in the mechanism of the 
knee. Study, by experiment and dissection, is the 
only way to gain real appreciation of the action 
of this remarkable joint. 


University of California Medical School. 
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ITS ROENTGEN DIAGNOSIS* 
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D. M. Crark, M. D. 
Santa Barbara 


PEPTIC ULCER 


Discussion by Kenneth S. Davis, M.D., Los Angeles; 
R. G. Taylor, M.D., Los Angeles; Howard E. Ruggles, 
M.D., San Francisco. 


"THE advent of the opaque meal in 1898 ushered 

in a new era in the diagnosis of gastro-intes- 
tinal diseases. While the energizing apparatus and 
tubes of that time did permit the visualization 
and study of gross deformities, such as the filling 
defects produced by large fungating carcinomata, 
they were not adequate for the accurate demon- 
stration of smaller lesions. 


DIAGNOSTIC AIDS 


The most important immediate benefit of the 
opaque meal was that it permitted investigation 
of the normal “living” anatomy of the stomach 
and disclosed the wide variation in size, tonus, out- 
line, and location more truthfully and convincingly 
than the autopsy table. It further allowed observa- 
tion of the dynamics of digestion, peristalsis, mo- 
tility, and tonus in a far more graphic and effective 
manner than any method theretofore attempted. 

A few years later Reiche* was successful in 
demonstrating the cavity or crater of a gastric 
ulcer; and in the following year Haudek’s classi- 
cal description of the niche proved the feasibility 
of the direct diagnosis of peptic ulcer. The per- 
centage of cases in which the niche could be di- 
rectly visualized, particularly in duodenal lesions, 
was of course relatively small. The secondary 
signs of ulcer had been carefully noted—hyper- 
peristalsis, hypermotility, local spasm, six-hour 
gastric residue, etc.—and the result was an over- 
emphasis on these secondary signs and only a 
half-hearted attempt at direct visualization of the 
lesion. 

On the Continent the tendency inclined toward 
emphasizing the fluoroscopic technique in the de- 
tection of gastric and duodenal lesions, while in 
this country the less expert use of the fluoroscope 
was somewhat compensated for by multiple roent- 
genographic studies. Cole, particularly, pioneered 
the use of serial films, and the serialograph at- 
tained quite general use in America. A period 
ensued during and after the World War in which 
relatively little advance in gastro-intestinal diag- 
nosis occurred. Then Forssell,? Akerlund,’ and 
later Berg, made use of various compression 
devices as a means of obtaining more detailed 
information concerning localized lesions. As far 
back as 1911 Haudek used a wooden spoon to 
squeeze out all but a thin coating of barium from 
the suspected area during fluoroscopic examina- 
tion. By the use of certain devices Forssell and 
Akerlund and Berg, working independently, were 


* Read before the joint meeting of Radiology and Gen- 
eral Medicine Sections of the California Medical Associa- 
tion at the sixty-first annual session, Pasadena, May 2-5, 
1932. 
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successful in obtaining film studies with localized 
areas under compression, 

Chaoul ® had experimented in 1915 with a com- 
pression cylinder designed to allow more complete 
filling of the duodenal bulb. Later he used a com- 
pression balloon to express barium contents during 
roentgen study. A modification of this device is 
today recognized as perhaps the simplest, most 
inexpensive and efficient of the various devices 
used for obtaining roentgenographic studies with 
compression.” ® 

This work reached a high degree of perfection 
in Sweden and Germany before its value was 
appreciated in this country, due probably to the 
fact that it is a time-consuming procedure requir- 
ing considerable patience and experience. Even 
now this remarkably worthwhile refinement in 
gastro-intestinal diagnosis has been adopted by 
relatively few American roentgenologists. 

Other factors which have contributed to the 
present degree of accuracy of roentgen diagnosis 
in general are improved transformers and tubes 
and the use of intensifying screens and speed 
films. 

BASIS FOR GOOD ROENTGEN DIAGNOSIS 


Regardless of the adequacy of equipment and 
the use of all the present-day refinements and 
supplementary procedures, it must be remembered 
that an accurate roentgen gastro-intestinal ex- 
amination requires technical training, skill, and 
experience. The lack of any one of these require- 
ments makes an examination not only of question- 
able value but may prove disastrous to the patient’s 
welfare. Mistakes are unavoidable even among 
the most expert and experienced men, so the per- 
centage of erroneous diagnoses in untrained hands 
can scarcely be estimated. 

The only positive roentgen sign of peptic ulcer 
is the direct visualization of the ulcer niche. In 
gastric ulcer this is possible in a rather high per- 
centage of cases (probably 90 per cent), but in 
duodenal ulcer, even with the most careful work 
and every advantage as to equipment and tech- 
nique, the niche is visualized in only slightly more 
than 50 per cent of the cases. In a great many 
of the remaining cases, however, characteristic de- 
formities and other signs, such as pyloric obstruc- 
tion, warrant a definite diagnosis of ulcer. We 
believe that characteristic roentgen evidence of 
duodenal ulcer can be obtained in at least 95 per 
cent of patients having such lesions, Nevertheless 
a small group remains in which the roentgen find- 
ings are equivocal and it is in these cases that 
experience, clinical judgment, and an evaluation 
of indirect evidence, such as secondary roentgen 
signs, incidence of occurrence, etc., plays a tre- 
mendously important part. 

Peptic ulcer may appear on any part of the 
gastro-intestinal mucosa that is bathed in gastric 
juice. Although they may occur at any point in 
the stomach or duodenum as far as the papilla of 
Vater, or even the cardiac end of the esophagus 

(regurgitation of gastric juice), they show a defi- 
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nite predilection for certain sites. From the stand- 
point of x-ray diagnosis, they may be conveniently 
divided into four classes: 

1. Esophageal peptic ulcer ; 


2. Gastric ulcer; 
3. Duodenal ulcer ; 
4. Gastrojejunal ulcer. 


ESOPHAGEAL ULCER 


Peptic ulcers of the esophagus are rare as com- 
pared to gastric and duodenal ulcer. They are 
often erroneously diagnosed at postmortem, due 
to reflux of gastric contents into the lower esopha- 
gus with postmortem digestion of the mucosa. 
Practically all of them are confined to the lower 
two inches of the esophagus and usually they are 
situated on the right posterolateral wall. They 
may be from three millimeters to two centimeters 
in diameter and are often of the penetrating type. 
They are best demonstrated in the vertical or 
supine position, with the patient in the right ob- 
lique. A thick barium mixture is more effective 
in most cases, There is usually an accompanying 
cardiospasm. 

GASTRIC ULCER 


A great many erroneous diagnoses of gastric 
ulcer may be obviated by an underste nding ‘of the 
sites of predilection. The vast majority of benign 
gastric ulcers occur on the lesser curvature, usu- 
ally in the lower two-thirds, and in the pyloric 
canal. In many instances they may be situated 
well toward the posterior wall. For this reason 
studies in the oblique as well as frontal planes are 
necessary. The greater curvature is sO rarely at- 
tacked that the question immediately arises as to 
the benignancy of any ulcerative lesion occurring 
there, Various explanations have been offered. 
Perhaps the most plausible is that food on enter- 
ing the stomach proceeds along the lesser curva- 
ture which thereby receives the maximum trauma 
from roughage. Moreover, the mucosal lining is 
more loosely attached in the lesser curvature than 
in other parts of the stomach. Cole emphasizes 
the relatively deficient blood supply of the lesser 
curvature. 

Lesser curvature ulcers may be demonstrated 
with a marked degree of consistency by the use 
of the full barium meal. In most instances they 
are readily seen on fluoroscopic examination. The 
use of the fractional meal in such cases has not 
met with uniform success because of the inaccessi- 
bility of some lesions to palpation, and because a 
certain amount of hydrostatic pressure is required 
to force the barium into the niche. 

Ulcers in the pyloric canal can rarely be visual- 
ized directly. Their diagnosis rests on the finding 
of persistent pylorospasm with attenuation of the 
pylorus. In the untreated cases, complete obstruc- 
tion with dilatation of the stomach may occur. 

Posterior-wall ulcers, particularly those situated 
toward the cardiac end of the stomach, may be 
very difficult to discover. 
flat type and cause marked clinical manifestations, 
yet go undiscovered even under the most careful 
roentgen examination. 


They are often of the 
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A disturbingly frequent occurrence is the case 
presenting classical symptoms of peptic ulcer in 
which no evidence of niche can be demonstrated. 
It is in this group particularly that recognition 
and evaluation of the secondary roentgen signs 
of ulcer are important. Among the most signifi- 
cant of these are incisura and pylorospasm, in- 
creased peristalsis and motility, and five-hour gas- 
tric retention. 

Incisura, when present and persistent after anti- 
spasmodics, has a fairly definite significance. It is 
usually approximately opposite the point of ulcer- 
ation, but it may be at some distance above or 
below the level of the lesion. Incisura may also 
occur with extragastric pathology, such as ap- 
pendicitis, diverticulitis, and cholecystitis. 

Disturbances of peristalsis and motility are 
frequently the result of nervousness and gastric 
psychoses, and their significance should be care- 
fully evaluated from this standpoint. They are 
commonly i increased in peptic ulcer, and peristalsis 
is interrupted at the site of the lesion. 

The importance of five-hour gastric residue has 
steadily declined to such an extent that in some 
of the larger clinics the motor meal has been aban- 
doned. More or less gastric retention is commonly 
found in the large ptotic stomach of the asthenic 
type, and its presence here is of questionable im- 
port. It is frequently encountered in women dur- 
ing menstruation, Of more significance is the 
paradoxical gastric residue associated with hyper- 
motility. Carman’s opinion that this finding is 
pathognomonic of peptic ulcer seems untrue, how- 
ever, in the light of present-day knowledge. 

Beyond any doubt the most difficult part of the 
diagnosis of gastric ulcer lies in the establishing 
or ruling out of malignancy. All arguments con- 
sidered, there seems no doubt that ulcers become 
malignant. Whether some are malignant from the 
start is beside the point. The statistics of the 
Mayo Clinic would indicate that something over 
six per cent of all gastric ulcers will become ma- 
lignant, that 68 per cent of all gastric ulcers with 
a crater two centimeters in diameter are malignant, 
that practically all gastric ulcers with a crater over 
three centimeters in diameter are malignant. Al- 
though these figures have frequently ‘been chal- 
lenged on the grounds that they are obtained by 
a primarily surgical group and that the “single 
cell” basis of microscopic diagnosis has not been 
generally accepted by pathologists, the figures do 
represent a thorough study of ane xceedingly large 
number of cases, and as such merit careful con- 
sideration. Gastric analysis and a test of therapy 
are frequently necessary to decide the issue. 


DUODENAL ULCER 

The duodenal cap is the commonest site of 
ulceration in the gastro-intestinal tract. The ap- 
pearance of lesions in this region presents a some- 
what different picture from that seen in gastric 
lesions roentgenologically demonstrable. This is 
largely due to the thinner strata of wall structures. 
Direct roentgen evidence of duodenal ulcer is of 
two types: deformity of bulb contour and niche 
or crater visualization, with or without contour 
deformity. Fixed deformities may be caused by 
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Fig. 1 Fig. 2 


Fig. 3 


Fig. 1.—Duodenal cap under compression showing ulcer niche with converging mucosal folds. 
Fig. 2.—Same case after medical treatment, showing disappearance of niche. aa ’ ; 
Fig. 3.—Duodenal cap under compression, showing small ulcer niche. No contour deformity was visible in studies 


of the barium filled cap. 


spasm or cicatricial changes and these occur in a 
variety of characteristic patterns. Niche evidence 
is roentgenologically shown as a spot of greater 
density due to deposition of barium particles it 
the crater of the ulcer. Niche sizes and pz aes 
vary as greatly as do contour deformities. Previ- 
ous to the extensive studies of Berg and Akerlund 
in the development of compression technique, the 
chief direct roentgen evidence of ulceration was 
based on deformities of bulb contour. 

The value of compression technique lies in the 
fact that by its use the incidence of roentgeno- 
graphic niche visualization is 30 to 40 per cent 
greater than that obtained by other procedures. 
Moreover, it permits an accurate estimate of the 
size and contour of a lesion and in some instances 
the extent of induration and the condition of the 
surrounding mucosa. Furthermore, two years of 
experience with this method have convinced us 
that the penetrating type of ulcer occurs in the 
duodenum more commonly than is generally be- 
lieved. Obviously this statement cannot be sup- 
ported by figures because in the great majority 
of cases medical treatment is indicated, only such 
cases coming to surgery as present other compli- 
cations, such as recurrent severe hemorrhage, and 
those in which medical treatment is unsuccessful. 
Likewise, we have found that the apex of the 
duodenal cap is a much more frequent site of 
ulceration than is commonly thought (Figs. 5 
and 6). The detail offered by compression studies 
is a valuable factor in the early discovery of such 
lesions, inasmuch as ulcers at this point do not 
commonly produce recognizable contour deformity 
in the barium-filled bulb. 

The old roentgenologic dictum, “Once an ulcer, 
always an ulcer,” has been thoroughly refuted by 
repeated observations of cases in which check-up 
studies after a period of medical treatment show 
partial or complete disappearance of the niche with 
cicatricial organization in the form of radiating 
mucous folds (Figs. 1, 2, 3, and 4). Comparative 
studies after medical treatment afford graphic evi- 
dence of the response of the lesion. On the other 
hand, if only contour studies of the barium-filled 
bulb are used, the character of the cap deformity 
may be exactly duplicated even though the ulcer 


has healed. Some types of acute ulcer will show 
no spot of greater density or fleck retention con- 
sistent with niche evidence, but will show, accord- 
ing to Shindler ® and Forssell, an oval or round 
pseudo-polypoid defect, the diameter of which 
may be as small as one centimeter or as large as 
four centimeters. The general contour of the cap 
is usually abnormal in these acute cases, but is not 
necessarily of a fixed type. Forssell has explained 
this appearance as being due to cushions of in- 
flamed mucous membrane around the ulcerating 
lesion. Niche evidence is difficult to obtain in such 
cases, but may be shown on repeated studies. 

The use of the word “compression,” in speaking 
of this supplementary roentgen procedure, may 
raise the objection of harmful results because of 
too great pressure over a diseased structure. The 
amount of pressure is not great; frequently the 
mildest degree suffices to distribute the barium 
solution in the bulb in the manner necessary to 
obtain mucosal relief patterns. Also the pressure 
is distributed over a palm-sized area and is not 
of point type. 


GASTROJEJUNAL ULCER 


The present-day accuracy of roentgen depiction 
of gastrojejunal ulcer is still far from satisfac- 
tory. The use of the fractional barium meal and 
multiple film studies, made with various degrees 
of pressure over the region of anastomosis, still 
fail to show a sufficiently high percentage of 
lesions to compare favorably with the accuracy 
of visualization of similar lesions in the stomach 
or cap. 

While it is desirable to use the full barium meal 
to estimate emptying time, pyloric function, con- 
dition of the duodenal cap, and the presence or 
absence of retention pouches, most of the exami- 
nation should be made with just enough opaque 
medium to coat the walls of the gastric pouch, the 
stomal orifice, and the jejunal loops in the immedi- 
ate vicinity of the anastomosis. One swallow of 
a moderately thick barium and water paste is usu- 
ally sufficient. Mild degrees of compression are 
used in obtaining the series of detailed studies. 
Niche visualization here, as in the stomach and 
cap, is evidenced by barium deposition in the ulcer 
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Fig. 4 Fig. 5 Fig. 6 


Fig. 4.—Same case after medical treatment showing disappearance of niche. 
Fig. 5.—Barium filled cap showing questionable contour deformity. 
Fig. 6.—Same cap under compression showing definite ulcer niche in apex. 


crater, which is commonly situated at the stomal 
border, more frequently on the duodenal aspect, 
or within two centimeters of the stomal orifice. 
Occasionally, however, lesions may be shown two 
to six inches from the stomach. In the absence of 
demonstrable niche evidence, close correlation of 
clinical symptoms and findings, and evidence of 
local tenderness noted on fluoroscopic observation 
are necessary to make a diagnosis of peptic gastro- 
jejunal ulcer. 
SUMMARY 


The present-day status of roentgen visualiza- 
tion of peptic ulcer is discussed. Recent technical 
refinements, with the use of supplementary pro- 
cedures for obtaining mucosal studies, permit the 
roentgenologist to attain a high degree of accu- 
racy in the diagnosis of gastro-duodenal ulcer. 
This is particularly true in cases of duodenal ulcer 
in which the niche has been visualized through 
the aid of compression studies. Roentgenographic 
studies of such cases before and after medical 
treatment offer definite evidence of healing not 
obtained by other methods. 

1520 Chapala Street. 
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DISCUSSION 


KENNETH S. Davis, M. D. (2131 Ocean Avenue, [Los 
Angeles).—Doctor Geyman’s demonstration of ‘‘com- 
pression technique” for the direct visualization of duo- 
denal ulcers is a distinct contribution to the gastro- 


intestinal examination. In this work he has brought 
out one point which is of much interest to the radiolo- 
gist: the possibility of having a penetrating duodenal 
ulcer without deformity of bulb contour except for the 
niche or fleck. 

I have had several proved cases of duodenal ulcer 
in which the only roentgenographic finding was that 
of a niche on the lesser curvature of the cap or a fleck 
on the posterior wall, the latter only being demonstra- 
ble by direct anteroposterior palpation. In these pa- 
tients the duodenal cap showed no incisura or other 
spastic deformities. In our routine gastro-intestinal 
examinations, | have found it of value to have the 
patient take one or two swallows of the barium mix- 
ture, following which I make a careful examination of 
the rugae on the posterior wall. In this manner I 
have been able to demonstrate flecks on the posterior 
wall which would have been overlooked by the use 
of a full barium meal. 

I have also found that a careful study of peristalsis 
is a great help in localizing lesions in cases with 
indefinite roentgenographic evidence of ulcer. 

In two cases of saddle-type gastric ulcer without 
niche formation, the only roentgenographic evidence 
of the lesion was an absence of peristalsis and a loss 
of the normal flexibility of the stomach wall in the 
area of involvement. 

e 


R. G. Taytor, M. D. (1212 Shatto Street, Los Ange- 
les).—The authors have given a very good presenta- 
tion of what is known and practiced in the roentgen- 
ray diagnosis of peptic ulcer, and one naturally agrees 
with most of the statements made. The chief point 
made in the paper, of course, is the authors’ descrip- 
tion, experience, and conclusions with regard to the 
particular compression technique which they use for 
demonstrating the ulcer niche. We have had some 
experience with it, and while I think there is no ques- 
tion but what it is possible by its use to demonstrate 
and visualize an ulcer niche that would not be possible 
by ordinary methods, I am not at all sure that it raises 
the actual percentage of correct diagnoses of ulcers 
very much. 

The authors say it is time-consuming and must be 
done in a painstaking and careful way in order to be 
at all successful or useful. This is surely true. Our 
own feeling about the method is that it is not needed 
in the majority of cases, and adds unnecessary time 
and expense to the examination. 

Of the cases in which the secondary signs of ulcer 
are relied upon for a diagnosis, there is probably a 
small percentage in which these are not sufficiently 
definite to be relied upon. In this small percentage 
the use of the compression, with its attendant extra 
time and effort, is undoubtedly justified. 

A point not stressed by the authors, but which has 
been demonstrated by our experience, is that there 
are sources of error of a very definite character con- 
nected with this type of examination. The recognition 
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of a small fleck of barium on the wall of the duo- 
denum or stomach as the actual ulcer niche requires 
under most careful examination with this method (or 
any other) repeated observations; also the absence of 
the niche as the result of an examination of this type 
cannot be definitely determined without considerable 
repetition of the procedure. It is perfectly logical to 
expect that so small an ulcer crater, as is frequently 
present, cannot be invariably filled with barium. Ulcer 
craters as large as a centimeter, unless they are deep, 
often do not fill on the initial examination. 

With regard to some of the secondary signs, I am 
under the impression from reading the paper that the 
authors feel that incisura and hyperperistalsis are 
rather usually and commonly found in ulcer. Roent- 
gen-ray literature also gives one this impression. So 
far as gastric ulcer is concerned, unless it is situated 
at the pylorus we do not believe that hyperperistalsis 
is very frequent, and in our own experience incisura 
is rather uncommon. 

With duodenal ulcer we agree with the authors that 
the apex of the duodenal cap is more frequéntly the 
site of the ulcer than is commonly thought from a 
perusal of the literature. 

In the differential diagnosis between active ulcer of 
the duodenum and old deformity due to superficial 
scars and contraction, we believe that the elicitation 
of tenderness by direct palpation with the palpating 
finger is probably as useful a differential method as 
any. 

We had hoped that this method would be of some 
help to us in demonstrating gastrojejunal ulcers, but 
it has been a disappointment. We are still relying on 
the secondary signs more than on the demonstration 
of the niche. 

Also in high lesions under the costal margin, in 
obese or heavily muscled and sthenic habitus patients, 
the compression bag or cylinder is often of little or 
no help. 

When all is said and done we must in the main 
agree with the authors that the use of the compression 
method does, without question, result, in a small per- 
centage of cases, in the production of positive visual- 
izable evidence of the actual lesion, and, this being so, 
roentgenologists should be equipped for and experi- 
enced in its use; but we still believe that the careful 
roentgenologist can find a niche nearly as often as it 
can be found by any method, during the fluoroscopic 
examination, by the use of manual compression with 
the gloved hand. However, if he wishes a permanent 
film record we commend the compression method de- 
scribed by the authors. 

a, 

Howarp E. Ruacries, M.D. (384 Post Street, San 
Francisco).—We have been using compression of the 
duodenum for about a year, and we find it of value 
in selected cases. Our feeling is that duodenal ulcer 
can usually be diagnosed by the older methods of care- 
ful fluoroscopy, palpation, and serial films. However, 
there is undoubtedly a small percentage of cases in 
which ulcer craters will be missed by following this 
routine, and it is worth while to at least observe the 
duodenum under compression whether or not films are 
made. Doctor Geyman is to be commended for again 
calling attention to this aid in diagnosis. 


Y 
< 


Doctor GEYMAN, (Closing).— Doctor Davis men- 
tioned niche evidence of duodenal ulcer demonstrable 
by anteroposterior palpation during fluoroscopic study. 
This is true of a considerable number of cases, but we 
feel that film studies made with local compression not 
only show the niche more accurately delineated but 
afford a permanent record which is very useful in 
evaluating the response of a lesion to treatment, as 
shown by future similar studies. 

We have certainly not meant to give the impression 
that the supplementary use of compression technique 
in routine gastro-intestinal examinations will greatly 
increase the percentage of correct diagnoses of duo- 
denal lesions, but there is without question an appre- 
ciable number of instances in which a small niche is 
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brought to light which was not in evidence during 
careful fluoroscopic examination and which caused no 
contour defect of the barium-filled bulb. 

We feel that Doctor Taylor overemphasizes the 
additional expense involved; and the slight additional 
time required is justified by the information obtained. 

We again wish to emphasize that the effectiveness 
of the procedure is directly proportional to the experi- 
ence of the examiner with this method and we do not 
recommend it for occasional use. We do not agree 
with Doctor Taylor as regards accuracy of niche 
visualization by fluoroscopic examination. It is par- 
ticularly difficult, even for a skilled fluoroscopist, to 
visualize mucosal detail when any degree of bulbar 
irritability is present. Film studies of such caps made 
with local compression and rapid exposure frequently 
show lesions with great detail. The only recent pub- 
lished figures on niche incidence where compression 
technique was not used are those of Doctor Kirklin, 
who found niche evidence in 15.24 per cent of duo- 
denal ulcers seen at the Mayo Clinic in 1930. Our 
niche evidence is over 50 per cent. The use of com- 
pression technique does not replace any of the con- 
ventional procedures, but in our three years’ experi- 
ence with its use it has proved a valuable adjunct to 
the established methods. 


THE MORPHOLOGY OF THE ERYTHROCYTES 
IN CIRRHOSIS AND OTHER DISORDERS 
OF THE LIVER* 


By Garnett Cueney, M.D. 


San Francisco 


ERY little attention has been paid to the 

morphology of the red blood cells in cirrhosis 
and other disorders of the liver in which anemia 
is often a feature. Nothing unusual has been 
noted except in a few isolated instances, and it 
has been assumed that the erythrocytes have the 
same general characteristics as those ascribed to 
the other anemias occurring secondarily to organic 
disease. The anemia of cirrhosis has been classi- 
fied with these as normocytic or microcytic and 
hypochromic, and it has not been emphasized that 
there are any distinguishing features. 

Coincident with the present great interest in the 
treatment of anemias the importance of the size 
and shape of the red cells has become manifest. 
It is well recognized that in what has long been 
termed primary anemias the red corpuscles are 
characteristically very large and often oval, and 
that in certain types of so-called secondary ane- 
mias they appear to be very small and _ thick. 
While measuring the diameters of the erythrocytes 
in a large number of cases in the last three years, 
it has grown evident that the morphology of these 
cells in disorders of the liver is similar to that 
of primary anemia rather than secondary anemia, 
and that similar changes in number and size occur 
during appropriate liver therapy. 

PREVIOUS INVESTIGATIONS 

Although most investigations up to the present 
time have failed to separate in any way the anemia 
of hepatic disorders from the general picture of 
secondary anemias, there have been a few ob- 





*This paper was submitted with the nom de plume 
“Arnold,’’ and was awarded the California Medical As- 
sociation Clinical Prize of $150 at the sixty-second annual 
session of the California Medical Association, Del Monte, 
April 24-27, 1933. 
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Fig. 1.—The relationship of the red cell count, 
the hemoglobin per cent, the average diameter 
of the erythrocytes, and the icteric index in 
twenty-three cases of cirrhosis of the liver. 


servations recorded suggesting that, in certain in- 
stances at least, the red cell morphology resembled 
that of pernicious anemia. Osler? stated in 1908 
that “the blood findings rarely may simulate those 
of pernicious anemia.” In 1920 Minot,? writing 
in Oxford Medicine on Diseases of the Blood, 
states: “In fact, there are certain ill-defined cases 
of anemia where the color index is about one, and 
in which some macrocytes occur, that may be 
readily mistaken for pernicious anemia, and are 
perhaps impossible to distinguish from it. Such 
cases in some instances seem to be dependent upon 
liver disease.” On the other hand, Naegeli* does 
not feel that there should ever be any confusion. 
He says: “Vorlaufig kann ich der Auffassung 
nicht beitreten, dass Cirrhose pernizids-anamisches 
Blutbild mache, obwohl leichte Erhohung des I. I. 
vorkommt.” 

It has long been noted that macrocytosis may 
occur associated with jaundice. In 1927 Jorgensen 
and Warburg * collected the cases reported up to 
that time and added eleven cases of their own. 
Many of these showed average diameters well 
above the normal in such disorders as cirrhosis, 
catarrhal jaundice, and toxic jaundice. It had been 
thought that the increase in the cell diameters was 
proportionate to the degree of jaundice, but these 
authors showed that this was not always so. They 
also felt that the macrocytes were relatively flat, 
as the few volume determinations which had been 
carried out were normal except in one or two in- 
stances; although they pointed out that further 
investigations were necessary to settle this point. 
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Fig. 2.—The relationship of the red cell count, the hemo- 
globin per cent, the average diameter of the erythrocytes, and 
the icteric index in thirty-four cases of disorders of the liver 
other than cirrhosis. 


Other authors abroad have confirmed these ob- 
servations,” ® but have not added to our knowl- 
edge of the relationship between macrocytosis and 
jaundice. It is generally recognized that chronic 
hereditary hemolytic jaundice is associated with 
microcytosis. 

Haden? has recently published the results of 
his measurements of red cells in 311 cases of all 
types of anemia, and found the size was not in- 
creased except in pernicious anemia. There were 
only nine exceptions. In these the volume index 
was greater than one. He does not comment on 
the cause of the anemia in them, In discussing 
the causes of macrocytosis he does not mention 
jaundice or liver disease. Osgood and Haskins 8 
have recently attempted to differentiate anemias 
on a basis of color, volume and saturation indices, 
and have placed the anemia of cirrhosis in the 
group which often has normal indices, but may 
show low color and volume indices. No case 
studies are presented to justify such a classifi- 
cation. 

In a very recent article Schulten and Malamos,® 
in Hamburg, have discussed changes in the red 
cells in liver disease. They commence by saying, 
“Ueber die Gréssenveranderungen der roten Blut- 
korperchen bei Leberkrankungen findet man in 
dem einschlagigen Lehr- und Handbiichern so gut 
wie nichts.” They present measurements in only 


one case, but state that there is an almost constant 
increase in the average red cell diameter with a 
shift of the Price-Jones curve to the right, and 
often an increase in the volume index and in the 
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Fig. 3.—Morphology of erythrocytes, Tracings of the pro- 
jected images which are magnified one thousand times: 
(a) Normal blood. Average diameter, 7.5 u. (b) Anemia of 
cirrhosis. Average diameter, 8.3 u. Oval macrocytes, no 
megalocytes, no microcytes. (c) Secondary anemia of 
nephritis. Average diameter, 6.8 u. Pronounced microsyto- 
sis. (d) Pernicious anemia. Average diameter, 8.5 u. Oval 
macrocytes, megalocytes, microcytes, and poikilocytes. 


color index. They felt that the blood picture was 
very similar to that in pernicious anemia, and that 
the macrocytosis was not directly related to the 
degree of jaundice. 

PRESENT STUDY 


The present study of red cell morphology is 
based on the examination of the blood in fifty- 
seven cases of disorders of the liver. These have 
been divided into two groups. The first contains 
twenty-three cases of definite Laennec cirrhosis 
and is considered separately because anemia is so 
often an accompanying finding.’® The second in- 
cludes all other cases, and is mostly made up of 
obstructive jaundice, hepatitis, catarrhal jaundice, 
a few cases of chronic passive congestion of the 
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liver, and a few other cases in which there seemed 
to be some definite disturbance in liver function. 
Anemia is not so common in this group. Its inci- 
dence has recently been discussed by Jordan and 
McVicar.™ 

These two groups are presented in Tables 1 
and 2, respectively. Each case was carefully 
studied clinically in order to arrive at an accurate 
diagnosis. Red cell counts and hemoglobin deter- 
minations (Sahli) were nearly all performed bv 
trained laboratory technicians, usually on venous 
blood. The color index was computed by War- 
burg’s hematological nomogram.’* The average 
diameter of the erythrocytes was obtained by the 
diffraction method, which has proved satisfactory 
for general clinical use.'* ** All observations were 
made by the author. The icteric index is recorded 
in all but nine cases. Complicating incidents and 
the course of the condition, when important, are 
noted under “remarks.” 

The cases are arranged according to the red cell 
counts, the highest count being listed first and the 
lowest count last. It is readily noted that anemia 
(erythrocyte count less than 4,000,000 or hemo- 
globin less than 70 per cent *') is much more fre- 
quent in the cirrhosis group, where it occurs in 
all but four instances, or in 82.6 per cent. How- 
ever, it occurs in only fifteen of the noncirrhosis 
group, or 44 per cent. A color index of one or 
greater is present in nine cases in Table 1 and in 
seven cases of Table 2, or in 28 per cent of the 
whole series. The frequency of a high color index 
is well illustrated by Fig. 1 and Fig. 2, and does 
not appear to be definitely proportional to the de- 
gree of the anemia, although it is high in five of 
seven instances in the noncirrhosis group, which 
are anemic. 

The average diameter of the red cells is of great 
interest. The normal average is usually taken to 
be about 7.5 microns,’® but may vary between 6.9 
microns and 7.9 microns. Eight microns, or above, 
may be considered abnormally large; that is, a 
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Fig. 4.—Comparison of a normal Price-Jones curve with an average erythrocyte diameter of 7.5 u to the micro- 
cytosis of chronic hemorrhage with an average diameter of 6.25 u, and to the macrocytosis of cirrhosis with an 


average diameter of 8.0 u. 


95 = 4.3 mil. R. B. C.; average diameter 8.18 u. Case 
7 = 2.6 mil. R. B. C.; average diameter 8.15 u. Case 22 


Fig. 5.—Price-Jones curves in four cases of cirrhosis at different blood levels compared with the normal, Case 
56 3.4 mil. R. B. C.; average diameter 8.23 u. Case 


1.7 mil. R. B. C.; average diameter 7.90 u. 


Fig. 6.—Price-Jones curves in four cases of liver disease other than cirrhosis at different blood levels com- 
pared with the normal. Case 105 4.7 mil. R. B. C.; average diameter — 8.65 u. Case 49 3.7 mil. R. B. C.; aver- 


age diameter 


8.60 u. Case C = 16 
diameter 8.17 u. 


3.1 mil. R. B.; average diameter = 8.06. Case 32 1.2 mil. R. B. C.; average 
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Fig. 9 


Fig. 7.—Price-Jones curves in cirrhosis (Case 121) eight months before clinical symptoms, and after the develop- 


ment of ascites and anemia, A. = April 21, 1982. R. B. 
1933. R. B. C. = 3.6 mil.; average diameter = 8.17 u. 


cS 4.2 mil.; average diameter 


7.75 u. B= January 13, 


Fig. 8 (Case 22). Cirrhosis treated, showing decrease in average red cell diameter coincident with increase in 


number of erythrocytes. 


Fig. 9 (Case 14).—Toxic hepatitis treated, showing relationship of change in average red cell diameter to reticulo- 


cyte response. 


definite macrocytosis. Tables 1 and 2 show that 
macrocytosis is very common in disorders of the 
liver. It is present in ten cases, or 43.5 per cent, 
of the cirrhosis group and in eleven cases, or 32.4 
per cent, of the miscellaneous group. It occurs 
in 36.8 per cent of all cases. However, even more 
striking than the frequency of macrocytosis is 
its correlation with the degree of anemia. The 
more pronounced the anemia, the greater is the 
tendency to large red cells. This is graphically 
shown in Figs 1 and 2. As the blood count drops, 
the erythrocyte diameters become larger and 
larger. This is almost constant for the cases of 
cirrhosis with anemia, but there are five cases in 
the miscellaneous group with anemia in which 
macrocytosis does not occur. This can be ade- 
quately explained in most instances. Case C-10 
was one of probable “catarrhal jaundice” in a 
woman sixty-eight years old, who might have had 
malignant disease, as her course subsequent to 
hospital discharge is unknown. Case 74 was com- 
plicated by suppuration of the bile passages and 
septicemia, and severe infections often tend to 
produce microcytosis. Case 1-26 was also com- 
plicated by infection, a hepatic abscess. Case 7-20 
had a palpable liver, but proved to have chronic 
hemolytic jaundice in which small red cells are 
the usual finding. Case 33 had repeated large 
hemorrhages, and chronic blood loss tends to re- 
duce the size of the erythrocytes to below the 
normal average. 

The size of the red cells shows no definite rela- 
tionship with the etiology of the liver disease nor 
with the concentration of the serum bilirubin. It 
seems to parallel the extent of damage to the 
parenchyma cells of the liver, but this cannot be 
positively stated until a careful correlation is made 
with the microscopic pathology of this organ. 
While the icteric index was increased in the ma- 
jority of cases, Figs. 1 and 2 illustrate that macro- 
cytosis occurs when the serum bilirubin is normal 


or when the jaundice is intense, and that normal 
erythrocyte averages occur under the same con- 
ditions, 

An examination of a blood film in the anemia 
of liver disease reveals a number of macrocytes, 
and a considerable degree of variation in the size 
of the red cells. However, as very large cells are 
usually uncommon, and as the anisocytosis does 
not as a rule include very small cells, the fact 
that the average diameter of the erythrocytes is 
greater than normally encountered may readily 
escape casual observation. Poikilocytes are rare 
except in the form of slightly oval macrocytes. 
This characteristic morphology of the red cells is 
illustrated in Fig. 3 (b) and is compared to a 
normal blood (a), the blood of a secondary anemia 
due to nephritis (c), and the blood of pernicious 
anemia (d). The figure is a projection tracing 
with an original magnification of 2000 (reduced 
to 1000 for reproduction ), which makes the differ- 
ences in cell size and shape readily apparent. 

The variations in red cell size may be most 
accurately depicted by measuring the diameters 
of a large number of cells, and recording these 
measurements in the form of a curve, as described 
by Price-Jones.'® Not only is the average diame- 
ter obtained by these measurements, but the entire 
distribution of the group of cells studied, usually 
two hundred. He has worked out a normal curve 
and shown that in macrocytosis the peak is to the 
right of the normal and the curve is usually flatter, 
while in microcytosis the peak is to the left. Such 
curves are shown in Fig. 4. The normal curve in 
this and other figures is taken from Wyckoff’s 
average measurements in one hundred normal 
individuals." 

Ten cases from the whole series have been se- 
lected for measurements, and Price-Jones curves 
have been plotted. Both the micrometric method ' 
and the projection method ** have been employed. 
A curve typical of liver disease is shown in Fig. 4. 
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Tasie 1.—Studies of the Blood in Twenty-Three Cases of Cirrhosis of the Liver 
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There is a shift to the right and it is much flatter 
than a normal one. However, despite the pre- 
dominance of macrocytes there are no cells larger 
than those occasionally encountered in a normal 
blood. This is compared to a normal curve, and 
to a case of anemia secondary to chronic hemor- 
rhage in which microcytosis really occurs. 
from | four cases of cirrhosis, 
and 22, are shown in Fig. 5, each at a different 
blood level. In each instance there is a shift of 
the curve to the right, even when the blood count 
is normal. Curves have also been plotted from 
four cases in Table 2, numbers 105, 49, C-16, and 
32, and Fig. 6 shows that the shift to the right 
may occur in all types of liver disease. Fig. 7 
shows a Price- Jones curve in a case of cirrhosis 
eight months before the onset of symptoms, and 
after the development of ascites and anemia. The 
definite tendency to macrocytosis has become much 
more pronounced. 


Curves 
numbers 95, 56, 7, 


It has been shown that during successful liver 
therapy in pernicious anemia ° and in certain sec- 
ondary anemias in which macrocytosis occurs,’ 
the size of the red cells returns to normal. This 
occurs even though the initial macrocytosis may 
have been marked. It also takes place when treat- 
ing the anemia associated with hepatic disease with 
a secondary anemia liver extract and iron.* Al- 
though the details of this response have been made 
the basis of a separate report,”° it is pertinent to 
a discussion of erythrocyte morphology to note 
that such a change i in cell size occurs, and that it 
is similar to that which has been extensively 
studied in pernicious anemia. 

Two cases, 22 and 14, have been selected in 
order to demonstrate this point. Fig. 8 shows the 
increase in number of red cells coincident with 
liver extract and iron therapy in a case of cir- 
rhosis with marked anemia. Clinically, this patient 
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Anemia 


Liver Extract No. 55, with 
by Eli Lilly 


iron 
Company, 


Average 
Diameter 


Remarks 
Recurrent ascites. 
Also diabetes. 
Rapid course. 
Untraced. 
Chronic recurrent ascites. 


Died. 


Splenectomy for Banti’s Syndrome. 
topsy. 
Autopsy. 
Fever. Very 
Hematemesis. 


toxic. 
Autopsy. 


No ascites. 
No ascites. ? 
Clinical pernicious 
cirrhosis. Autopsy. 
Clinically improved. 


Improved. 


anemia. Terminal 


Died. 

Improved, 

Rapid course. Autopsy. 

Also small hepatic calcium at autopsy. 
Rapid course. Died. 


Died. 
Originally 
Autopsy. 
Died. 
Moderate hematemesis. 
Banti’s Syndrome. Autopsy. 


diagnosed pernicious 


amenia. 





presented Banti’s syndrome, and at autopsy (by 
Doctor Ophiils) the liver showed the pathologic 
findings typical of atrophic portal cirrhosis. In 
addition to the marked response of the erythro- 
cytes in number, the progressive diminution in 
their average diameters is also charted. 
an initial macrocytosis of 8 microns, which begins 
to diminish after the first week of treatment and 
comes down to 7.3 microns after the termination 
of therapy. 

Similar findings are shown in Fig. 9. This 
patient had syphilis, and developed jaundice and 
anemia following arsenic therapy. The figure 
shows two characteristics in addition to the pre- 
vious one. The reticulocyte response is also 
charted, and the rise parallels the time of the re- 
duction in average cell diameters. Also, after the 
initial reduction in macrocytosis there is again a 
temporary increase in cell diameters correspond- 
ing to the height of the reticulocyte increase, and 
then a gradual diminution to normal. This re- 
ciprocal relationship between reticulocytes and red 
cell size is typical of the response of pernicious 
anemia to liver therapy.*! 

Studies of erythrocyte volume have been made 
in only twelve cases, consequently the findings are 
not presented with the other data in Tables 1 
and 2, but are presented separately in Table 3. 
The hematocrit observations necessary for the 
calculation of the volume have been made by the 
van Allen pipettes.** The normal average red cell 
volume lies between 75 and 95 cubic microns.'® 
Table 3 shows the case numbers which corre- 
spond with the previous tables, except Case C-11, 
which had slight jaundice probably due to a 
common-duct stone. The cases are similarly ar- 
ranged in order of the number of red corpuscles, 
and the average erythrocyte volume is recorded 
in each instance. 

It is a significant 


There is 


finding that eleven of the 


twelve cases have average volumes above normal 
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TABLE 2.—Studies of the Blood in Thirty-Four Miscellaneous Cases of Disorders of the 
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Diagnosis 


Chronic cardiac decom- 
pensation 


Common duet stone 


; Common duct stone 


Common duct stone 


Obstructive jaundice 
due to calcium of 
pancreas 


?Common duct stone 


Tricuspid insufficiency 
“Catarrhal jaundice’ : 
?Common duct stone 
?Common duct stom 
Wil on’s disease 
Diabetes 
Hepatomegaly 
Hepatitis 


Jaundice 
Pneumonia 


Common duct stone 


Generalized tuberculo- | 


sis, including liver 
Common duct stone 
Common duct stone 


“Cirrhosis curdiac”’ 


Obstructive jaundice 
due to cancer 


Common duct stone 


Hepatitis, 
Thyrotoxicois 


?"Catarrhal jaundice” 


Common duct stone 
Suppurative cholangitis 


Cancer ampulla 


Obstructive jaundice 
Cancer 


Obstructive jaundice 
due hepatic abscess 

Chronic hemolytic 
jaundice 


Common duct stone 


Cancer of bile ducts 


Myelogenous 
Leukemia 
Hemolytic jaundice 


Obstructive jaundice 
Cancer 

As. hepatitis 

Old pulmonary tuber- 


culosis 
Fatty liver 











Liver Other Than Cirrhosis 
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Taste 3.—The Volume of the Red Cells in Twelve 
Cases of Liver Disease. Comparison with the 
Degree of the : Anemia. 
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including two with normal red cell counts. In the 
single exception the figure is at the upper limits 
of normal. It is also noteworthy that those pa- 
tients showing the most pronounced anemia have 
the largest cells, evidencing a fair parallelism with 
the degree of the anemia. This proof of macro- 
cytosis in this small series of twelve cases is even 
more striking than that of the average diameter 
readings in the large series of fifty-seven cases. 


COM MENT 


The study of the morphology of the erythro- 
cytes in these fifty-seven cases seems to clearly 
separate the anemia of hepatic disease from most 
other secondary anemias. The red cells tend to be 
larger than normal and frequently contain suff- 
cient hemoglobin to give a color index of one or 
greater. The macrocytosis cannot only be recog- 
nized in an ordinary blood film, but is well shown 
by diameter and volume determinations. In meas- 
uring the diameter of two hundred cells, it is 
characteristic that there are, as a rule, no pro- 
nounced microcytes and very few very large cells ; 
but the oe average is well above the normal 
figure of 7.5 microns, and usually around 8 mi- 
crons or even greater, giving a shift to the right in 
the Price-Jones curve. These characteristics are 
also evident before the onset of anemia, and 
parallel in a general way the degree of the anemia, 
tending to disappear with its improvement. The 
macrocytes are often oval, but other forms of 
poikilocytosis are usually lacking. 

Most secondary anemias tend to have normal- 
sized cells or a preponderance of microcytes, often 
with a low color index. A study of the diameters 
often shows many below the average normal, and 
few or no macrocytes, usually with a slight shift 
to the left of the Price-Jones curve. Sometimes 
this shift is very marked. The average volume of 
the red cell is normal or small, practically never 
increased.® 

There is no direct confirmation of these find- 
ings in the literature on studies of the blood in 
diseases of the liver except in the recent brief pre- 
liminary report of Schulten and Malamos. How- 
ever, Holler and Kudelka,° in their extensive 
studies of red cell size, report measurements of 
erythrocyte diameters in twelve cases of liver 
disease. They found a definite macrocytosis in 
practically all of these cases. Gunther °® reported 
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measurements in seven cases of hepatic disorders 
with jaundice, but found the cell size normal in 
five and perhaps slightly increased in two. How- 
ever, none of his cases were anemic. He mentions 
one other case with cancer of the common bile- 
duct which was anemic and showed considerable 
macrocytosis. Dondi,** studying the blood in a 
large series, mentions a patient with cirrhosis of 
the liver and anemia in whom the color index was 
high and the volume index was 1.19. The average 
diameter was also greater than normal. Doubtless 
other isolated case studies exist, but are not in- 
dexed under titles directly related to the present 
problem, and consequently have been overlooked. 

The morphologic characteristics of the erythro- 
cytes in hepatic disorders are strikingly like those 
of patients with primary anemia, although less 
marked. They might approach the same degree if 
the anemia were more severe, as a red cell count 
below two million is rare, while the blood picture 
usually described for primary anemia is based on 
the findings in cases with very low counts, even 
as low as under one million. Although the macro- 
cytosis and the hyperchromia are common to both, 
certain differences can be recognized in a blood 
film. There are no very small cells, and even 
fewer microcytes than are normally found, while 
in primary anemia there are often large numbers 
of very small cells. Most of the larger cells are 
more nearly the same size than in primary anemia, 
and very large cells, the so-called me galocytes, are 
rarely found. Nucleated red cells are very un- 
common, and irregularly formed poikilocytes were 
not noticeable in the series of cases studied. 
Also the changes in red cell number and size 
occurring under treatment do not occur if the 
primary anemia liver extract is used in the usual 
dosage, while secondary anemia liver extract with 
iron has no effect in pernicious anemia. 

Although the blood picture in these two groups 
of anemia is similar in many respects, and at times 
even identical, there are many differences which 
may be sufficiently pronounced to be of value in 
differential diagnosis. General recognition of the 
similarities will lead to further comparative studies 
and possibly to more accurate differentiation. 

It must be remembered that the characteristic 
blood picture occurring in disorders of the liver 
is not in any way pathognomonic of liver disease, 
but may be encountered in other conditions com- 
monly classified as secondary anemias. This does 
not often occur, but is sufficiently frequent to 
cause confusion. It is met with in a few cases 
of posthemorrhagic anemia, in nutritional anemia, 
in chronic diarrhea with anemia, and in a few 
cases of anemia of unknown etiology 

Although a discussion of the pathogenesis of 
this blood picture is beyond the scope of this re- 
port, it is important to note that the morphologic 
characteristics are probably due to a deficiency 
of some element necessary to normal erythrocyte 
maturation. This may be due to an inability of 
a damaged liver to store the necessary substance, 
or an inability to metabolize it. Consequently an 
inadequate diet, or an excessively rapid elimina- 
tion of foods containing this substance, or the 
elements from which it is derived, may lead to a 
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similar effect on hematopoesis. The body might 
also be deprived of this substance through repeated 
blood loss. These problems can only be solved by 
further investigations. 


CONCLUSIONS 


1. The morphology of the erythrocytes in dis- 
orders of the liver has not been sufficiently studied, 
and has been considered the same as in the general 
group of secondary anemias. 

2. A study of the blood in fifty-seven cases of 
liver disease shows that the red cells are more 
like those of primary anemia than of secondary 
anemia, although certain differences usually occur. 

3. The characteristic blood picture shows macro- 
cytosis of the erythrocytes, both by measurements 
of the diameter and by cell-volume determinations, 
and the color index is often one or greater. 


4. The tendency to macrocytosis appears to be 
proportional to the degree of the anemia, and not 
— to the degree of jaundice present. 

. The macrocytosis is manifest before the 
a of the anemia and tends to disappear as 
the anemia clears up, just as in primary anemia, 
although not on the same type of therapy. 

The characteristic red cell morphology of 
liver disease may occur in other so-called second- 
ary anemias, probably because it is dependent on 
a deficiency of some substance necessary to the 
normal maturation of the erythrocytes. This de- 
ficiency may occur not only due to damaged liver 
function, but also from other causes, 

210 Post Street. 
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FUNCTIONAL DISORDERS OF THE COLON * 


THE SPASTIC COLON, THE IRRITABLE COLON, 
AND MUCOUS COLITIS 


By Frepv H. Kruse, M.D. 
San Francisco 


Discussion by Franklin R. Nuzum, M.D., Santa Bar- 
bara; R. Manning Clarke, M.D., Los Angeles; Herold P. 
Hare, M.D., Los Angeles. 


E are still searching for a good name which 

may adequately inform the layman as to our 
conception of his troubles when suffering from 
the symptoms and manifestations of that intestinal 
syndrome variously entitled by the medical pro- 
fession, spastic colon, irritable colon, or mucous 
colitis. Naturally, such a statement implies that 
these disorders are identical, and of that [ am 
firmly convinced ; they represent simply different 
states of pathologic function or disturbances in 
normal physiologic activities. 


“COLITIS” AND FUNCTIONAL COLOPATHY 


Although we have been warned never to use the 
word “colitis” in relation to that abdominal dis- 
turbance associated with mucus in the stools and 
with irritable colon, we cannot seem to help it; 
it seems to the patient so satisfying and compre- 
hensive, and saves us so much breath and pro- 
longed discussion. Where the conception has been 
acquired, I do not know, but the physician has 
only to utter the word “colitis” to his patient and 
all argument ceases. Thereafter, every bizarre and 
puzzling pain and distress has an explanation. It 
is like saying, “Oh, that is just gas,” or “It is your 
nerves.” I have tried the words “spastic colon” 
and “irritable colon” on many of my patients and 
have spent the next hour or two defending myself 
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with explanations. And I must admit that when 
in a hurry I have been guilty of saying “colitis.” 

If that were all, we might better let the dis- 
cussion rest. But unfortunately it is only the be- 
ginning. There are too many scarred abdomens 
with persistence of symptoms; too many reoper- 
ations and operations undertaken for pain; too 
many unrewarded appendectomies for “chronic 
appendicitis.” From the standpoint of our respon- 
sibility to the individual sufferer, it is apparent 
that the protean manifestations of some functional 
abdominal disorders have not been well under- 
stood by many physicians, and the study of the 
symptoms has been neglected. 

Symptoms, as John Ryle says, express a dis- 
turbance of function. The harmonious activity of 
the organ or system has been upset. Organic dis- 

ease may lurk in the background, but it must be 
proved, There is no symptom or symptom com- 
plex so necessary of analysis as colonic pain, and 
no organ in the body that can present a more 
bizarre or puzzling array of symptoms than a 
functionally deranged colon. 

From the standpoint of the public and the indi- 
vidual, we should be guarded in our use of the 
word “colitis.” It has been widely used and often 
inadvisedly. Popular articles on health, irregular 
practitioners, and cultists with their “cures” have 
often served to give the term a terrifying signifi- 
cance and to stamp the disease as incurable; and, 
of course, where the functionally deranged colon 
is concerned they totally misdirect the sufferer to 
treatment with various laxatives, “‘nature’s herbs,” 
coarse foods, and colon irrigations. It is difficult 
for the functionally deranged patient to disassoci- 
ate his case of “colitis” from that of a friend or 
neighbor with ulcerative colitis, whom he knows 
to be permanently crippled. 

Colitis refers to an organic disease characterized 
by inflammation of the colon, not to a dysfunction. 
It is true that in some cases of functional disturb- 
ance, uncontrolled and not properly treated, de- 
grees of inflammation may supervene, and a real 
colitis develop. Colitis, in its proper sense, means 
a diseased and inflamed colon, and is commonly 
associated with such pathologic conditions as 
chronic ulcerative colitis; tuberculous ulcerative 
colitis; amebic dysentery; bacillary dysentery ; 
acute infectious diseases such as typhoid fever, 
cholera, pneumonia; certain prolonged constitu- 
tional and metabolic diseases such as are seen in 
the terminal stages of nephritis, with uremia; and 
poisonings from such chemicals as lead, mercury, 
arsenic. This leaves two interesting groups of 
disorders to consider which affect the colon and 
result in the passage of frequent stools. First, the 
group of so-called food poisonings, which gener- 
ally prove to have originated in some other cause, 
frequently simple, acute, short paratyphoid infec- 
tions with lesions chiefly in the small intestine. It 
is questionable how often a true colitis is thus 
produced. Second, the deficiency diseases such as 
pellagra, pernicious anemia, sprue, and the like, 
which are often associated with markedly dis- 
turbed colons. In most cases a real colitis does 
not exist, although it may develop, due to the 
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lowered resistance of the patient. Frequently the 
cause lies in a disturbance higher in the gastro- 
intestinal tract, which imposes upon the colon un- 
usual strain of the digestive function, and thereby 
upsets its functions. 

We may hence say “colitis,” if expedient, but 
this term must be amplified and modified, and we 
must ultimately lead this individual to the general 
understanding of spasticity and irritability and of 
the defensive mechanism of the pouring out of 
mucus. 


NATURE OF FUNCTIONAL COLOPATHY 


Since the syndrome of the spastic, irritable 
colon is a visceral neurosis (in some respects akin 
to asthma) and exists only in those with unstable 
or poorly codrdinated nervous systems, it is neces- 
sary for the physician to be thoroughly familiar 
with the subject, as he must become a teacher and 
must develop a proper mental attitude in his pa- 
tient, perhaps change entirely his patient’s habits 
of living and environment, as well as his mental 
outlook. 

Since the sufferers are mostly intelligent and 
highly analytical (though most mistaken) and 
have been gleaning information from reading, 
radio, and friends, they come to the doctor with 
a phobia of some disease (generally cancer) and 
an obsession—constipation. It matters not that 
at the time advice is sought there may be five to 
ten loose and mucous stools a day, with great 
pain; this is usually considered but an episode. 
The thing that matters is the constipation, which 
always comes, and their fear of its results. As 
Barker has said: 

“The form of habitual constipation in which 
there is persistent spasm of the colon (hyper- 
kinetic) often associated with paroxysms in which 
larger or smaller quantities of mucus are passed 
from the bowel is most obstinate and more and 
more difficult to treat satisfactorily, especially 
when it occurs in outspoken hypervagotonic con- 
stitutions.” 


Personally I have felt for a long time that the 
designation “atonic form” of constipation was 
misleading. With the fluoroscopic follow-up of a 
barium meal and the barium enema, we have 
learned that constipation due to relaxation of the 
colon tube is rarely seen and possibly never exists 
uniformly throughout the whole length of bowel 
at one time. It is conceded there are regions of 
relaxation and atonicity at times; just as there are 
of spasticity or overtonicity; and these vary. But 
it is the incoérdination of muscular motor func- 
tion, rather than its paralysis, that is at the basis 
of all constipation, except the definitely mechani- 
cal obstructive type. Of course we see large, lax, 
distended loops of bowel in redundant colons at 
times, and we see large, boggy, lax cecums dipping 
low in the pelvis; but I have felt that the spasticity 
and overirritability of other parts of the tract were 
responsible for the loss of tone and of the de- 
compensation apparent in these saccular loops or 
pouches. I know that I have been surprised many 
times, upon feeding one of these apparently atonic 
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colons a roughage diet, to see how quickly signs 
of irritability will follow with loose stools, mucus, 
and abdominal discomfort. 


INNERVATION OF THE INTESTINAL TRACT 


The large and small bowel are controlled di- 
rectly by the vegetative or autonomic nervous sys- 
tem. Briefly stated, the autonomic nervous system 
supplies two sets of fibers to the intestinal tract. 


The parasympathetic (craniosacral), notably the 
vagus, is the activator, carrying fibers which in- 
crease secretion and motor activity and, if over- 
stimulated, cause the excessive formation of 
mucus and lead to colic (vagotonia). 


The sympathetic system (with its paravertebral 
ganglions) is the inhibitor or depressor, the direct 
antagonist of the parasympathetic. Stimulation 
or activity of this system leads to relaxation and 
loss of tone and to checking of secretion (sympa- 
thicotonia ). 

Finally, in the walls of the bowel exist the nerve 
plexuses (enteric system) which directly control 
and instigate certain activities: Auerbach’s plexus, 
chiefly concerned with periste ilsis, and the serosal 
plexus with muscular tonus of the bowel. These 
activities are, of course, directly affected by the 
parasympathetic and sympathetic systems and 
through these indirectly, but nevertheless vitally 
and profoundly, are affected by the brain with 
its various mental and emotional states. 


MOTOR AND DIGESTIVE FUNCTIONS OF THE 
SMALL INTESTINE 


Food leaves the stomach in a semifluid state, 
after being held up by the pyloric musculature for 
several hours, and then passes rapidly through the 
small intestine in three or four hours, to be held 
up slightly at the ileocecal valve. The secretion 
(succus entericus) of the small bowel, poured out 
by its glands, includes erepsin, arginase, nuclease, 
lipase, various carbohydrate-splitting ferments and 
enterokinase, which activates trypsin, The absorp- 
tive activity of this twenty feet of gut is very 
great, for here the bulk of the soluble products 
of digestion and digestive juices themselves are 
absorbed. 

MOTOR AND DIGESTIVE FUNCTIONS OF THE 
LARGE INTESTINE 


A semifluid food residue enters the cecum. The 
glands of the large bowel secrete but few fer- 
ments (perhaps a little erepsin) and much mucus. 
Its digestive activity is due mainly to bacterial 
action upon food products; hence the colonic flora 
is of considerable importance. Much water and 
some diffusible salts are extracted in this part of 
the intestine, particularly from the cecum and as- 
cending colon, and normally the contents become 
a soft paste before being passed on to the trans- 
verse and descending colon. 

In health a fairly solid, formed mass reaches 
the sigmoid and rectum. When the fluid contents 
of the cecum are projected rapidly to the distal 
colon, all the ills of intestinal indigestion result: 
irritation, fermentation, impaired absorption of 
intestinal gases, colonic spasm and pain, and sys- 
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temic toxic effects. On the other hand, when the 
contents of the proximal colon are too long held 
up by dysfunction of the peristaltic and other 
motor activities, the dry, inspissated residue pro- 
duces a similar result, though with different char- 
acteristics. In either of these states a heightened 
irritability of the neural and muscular mecha- 
nisms of the colon exists, leading to spasms, an 
incoordination of the colonic contractions and 
often to hyperactivity and perverted activity of 
the mucous glands. 

Normally the colon has pendulum movements 
that mix its contents and aid in absorption; and 
peristaltic waves that send these onward to the 
distal bowel. But also of great importance, par- 
ticularly in the cecum and ascending colon, are 
the antiperistaltic waves or contractions that result 
in the retention of the contents in these parts, espe- 
cially the cecum, and thus, through this favorable 
stagnation, provide for bacterial digestion, absorp- 
tion of fluids and soluble products, and the proper 
concentration of the excreta. It is this function 
of the digestive process that laxatives and enemas 
interrupt. 

In functional colon disturbance, a state of vis- 
ceral neurosis, we find (a) spasm, most pro- 
nounced in the descending and sigmoid colon; 
(b) peristalsis and antiperistalsis greatly increased 
in the cecum and adjacent bowel with prolonged 
stasis; and (c) excessive mucus secretion. 


ETIOLOGIC AND CONSTITUTIONAL FACTORS 
AND INDIVIDUAL TYPES 


A large proportion of the habitually constipated 
and irritable colon group are of neurotic consti- 
tution. Undoubtedly the constitutional factor has 
not been sufficiently emphasized from an etiologic 
standpoint, As a class they are unstable, hyper- 
tonic, introspective, worrying, anxious, and usu- 
ally asthenic. The intestinal complaint may be but 
a local manifestation of a general spasmophilic 
tendency. Vagotonia is frequently apparent. Mi- 
graine is common, and asthma in the family his- 
tory is not infrequent, as also are other allergic 
manifestations. Spareness, undernutrition, vis- 
ceroptosis, active mentality, and a tendency to “go 
on their nerve” are outstanding characteristics. 
Wide pupils, erythemas, sweatings, irritable heart, 
variable blood pressure, fatigability, and affective 
states abound. 

However, while the underlying neurosis is the 
essential factor, all neurotics do not have irritable 
colons, and to consider the neurasthenia as the 
only provocative factor of the disturbance would 
be a grave error. States of debilitation and ex- 
haustion from many causes may be just as impor- 
tant: accompanying infections; inroads of child- 
bearing; mishandling of the intestinal tract from 
laxatives and enemas, etc. 

The shock to a nervous system of a thyro- 
toxic episode may be enough to insure both the 
emotional and autonomic imbalance necessary to 
produce a colonic dysfunction. We have had ex- 
perience with such a case recently. A woman, age 
forty, was operated on two years ago for toxic 
adenoma of the thyroid, Following this, the irri- 
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table colon syndrome blazed forth beyond control, 
precipitating a complete physical and nervous 
break. So distressing were the abdominal symp- 
toms that an exploratory operation was under- 
taken and the gall-bladder and appendix were 
removed. The results were even more disastrous, 
and it was not until hospital treatment with rest 
and rigid colon management was instituted, includ- 
ing psychological control and an understanding 
that her symptoms did not mean organic disease, 
that any improvement resulted. 

Such other intoxicants as lead and tobacco must 
be considered. Emotional crises, the wear and tear 
of life, all bring in extraneous influences enough 
to set off functional disturbances held in abeyance. 
Intestinal neuroses diminish as we descend the 
social scale. 

The problems of infection or other organic dis- 
orders in adjacent abdominal organs such as the 
“chronic” appendix, gall-bladder, kidney with 
ureteral kink or calculus, prostate, and women’s 
pelvic disturbances are vexing. More mistakes 
are made by operating than not. Twelve years ago 
I felt great enthusiasm in undertaking the removal 
of these near-by abdominal “irritation foci.” To- 
day I am pessimistic as to the value of such pro- 
cedures, and think that the surgeon had best stay 
out of the “functional abdomen,” except for abso- 
lutely necessary relief of acute surgical conditions. 

One such experience I recall, the case of 
woman of thirty with mucous colitis following a 
run-down state and an emotional strain due to the 
illness of her young child. A large, tender right 
ovary was found and a rather active endocervici- 
tis. The ovary and appendix were removed. Her 
symptoms became much worse, and she was practi- 
cally an invalid for a year. She still feels that that 
venture was a ghastly mistake. Several years 
later exactly the same situation again arose, and 
her left ovary was enlarged to eight or ten times 
the normal size, with tenderness and pain. Con- 
servative treatment resulted in relief in one or 
two months at a great saving to her, financially 
and mentally. 

In many patients these evident and distinctive 
features of nervous instability and hypertonicity 
are not casually apparent. Just as in migraine, the 
individual may seem most phlegmatic, reasonable 
and composed, and it is only when under strain, 
physically or mentally or both, that the nervous 
instability can be recognized. Such an instance 
arose in the case of a professional man suffering 
from acute epigastric pain exactly simulating a 
duodenal ulcer. The periodic recurrences were so 
intense that penetration or perforation was feared. 
The patient was calm and composed while giv- 
ing his history and being examined; but inquiry 
elicited previous episodes of colon mucus and irri- 
tability and the roentgen examination was negative 
except for spasm. Once suspected, other features 
and reasons for nervous instability were disclosed. 


SUBJECTIVE AND OBJECTIVE FINDINGS 


Seventy-five to eighty per cent of these dis- 
orders occur in women. The age average is about 
thirty-five to forty years, but the condition may 
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occur in the third to fifth decades. Constipation 
and abdominal discomfort, often amounting to the 
severest pain, simulating disease in other organs, 
are the leading complaints. An abdominal unrest 
is evident, and I have often marvelled at the ap- 
parent terror that a sense of rumbling, gurgling, 
or bowel tremor which they describe produces. 
In the more irritative types, equally profound is 
the effect of the appearance of mucus, and most 
detailed are descriptions of the quantity of jelly- 
like masses, strands and strings of it. The dis- 
comfort is described as a pressure sense or a feel- 
ing of stoppage. Often a ball or lump or feeling 
of tightness is described, and the hand is usually 
placed over the lower abdomen, more commonly 
to the right, but the discomfort may involve either 
or both sides. 


The pain is usually a dull, continuous ache, 
which may be general localized. A gnawing 
sensation is described frequently. It may be spas- 
modic; but it is not rhythmic, and not of the 
relentless immobilizing character of an acute in- 
flammatory condition. It may be agonizingly 
severe (to this particular patient) and require, 
rarely, a hypodermic injection such as pantopon ; 
in which case it is accurately localized over the 
particular part of the colon in spasm. Ryle speaks 
of it as a bearable to major colic, located over the 
colon or diffuse, lasting hours to days, of variable 
frequency, and occurring generally two or three 
hours after food. It will interfere with work, 
greatly depress the sufferer, but rarely disturbs 
sleep. Heat and rest produce relief, as generally 
will also a bowel movement. The keen observer 
will detect the excessive degree of complaint, the 
hysteria-like attitude as being excessive compared 
to the objective findings, and realize that he is 
dealing with a barometric abdomen. The constipa- 
tion may be mild, but generally is wee obstinate, 
and for intervals may be excessive 

As the nervous irritability increases, more fre- 
quent periods of diarrhea appear, until there may 
be established a regular interchange of several 
days of small, dry constipated stools, with a 
shorter period of days of violent diarrhea with 
watery stools and mucus. In the constipated 
period there may be the steady, dull pain; in the 
diarrheic period the severe paroxysms with pas- 
sage of sheets of mucus, The stools are always 
unsatisfactory to the patient, difficult to evacuate, 
and may be small, hard and dry, or of small cali- 
ber, mushy or watery. They are negative micro- 
scopically for pus, blood or parasites. Cathartics 
and enemas are being invariably used. A remark- 
able fear of the constipation and of systemic 
poisoning exists. Most of these people believe that 
an organic obstruction or block exists in their 
intestines somewhere. 

There is chronic fatigue, chronic indigestion, 
and coated tongue. Often it is esteemed a virtue 
to raise gas. A daily consideration of the state of 
the bowels has become the most important duty of 
life. llatulence and gas are more subjective than 
objective. It is estimated that, normally, a liter 
of gas (non-absorbable; nitrogen, hydrogen, and 


hydrogen sulphid ) is passed from the rectum daily, 
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1.—Normal colon. 


Fig. 


Fig. 2.—Spastic, 
empty sigmoid, 


and much absorbable gas (carbon dioxid and me- 
thane) eliminated via the circulation through the 
lungs. Undoubtedly spasm of the bowel, cecal 
stagnation and congestion of the colonic wall dis- 
turb this process. Often fermentative intestinal 
flora must be controlled. Elmer Eggleston esti- 
mates that 22 per cent of this group have had their 
appendices removed (so-called chronic appendix ) 
and five per cent have had their gall-bladders re- 
moved, without improvement. A failure to ana- 
lyze symptoms properly and a lack of knowledge 
that the spasm in the distal colon leads to reten- 
tion, distention and soreness about the cecum, not 
improved by any surgical procedure, has led to 
these unrewarded appendectomies. 

The degree of gastric acidity is variable. Fried- 
enwald reports, in 411 cases, normal hydrochloric 
acid findings 40 per cent, hyperchlorhydria 27 per 
cent, and hypochlorhydria and achylia 32 per cent. 
Personally, | have found achlorhydria quite com- 
mon in the more chronic cases, while the younger 
patients with more acute symptoms have a hyper- 
acidity. 

When the digestive disturbance simulates duo- 
denal ulcer, a differentiatton can be made when 
it is noted that the distress is over a wider are’, 
more variable, not so classically and typically re- 
lieved by food and alkalis; that it may occur on 
awakening in the morning before breakfast and 
is often relieved by bowel movement or enema. 

As I have said before, the paroxysmal seizures 
may simulate gall-bladder or ureteral colic, and 
the dull lower abdominal ache, pelvic disease in 
women, Occasionally the severest shooting rectal 
pains occur. Objectively, aside from the general 
constitutional make-up as described previously, 
and the apprehensive mental state, the most sig- 
nificant physical findings is the consciousness of 
examining a markedly hypersensitive abdomen, 
which will flinch almost as it is touched, and to 
which light pressure on the skin is almost as dis- 
tressing as deeper palpation. The ropy or cord- 
like sigmoid may or may not be felt. One is 


impressed with the general sensitiveness of the 
abdomen, 


More characteristic, but present in only 


irritable colon, 
ptosis, 
and signs of hypertonicity. 





with 


Fig. 3.—Local, irritative spasm at 
distended cecum 


hepatic flexure of colon, producing 
pain simulating biliary colic. 


a moderate percentage of cases, is the abnormal 
cecum, either firm, prominent and resistant, or lax, 
boggy, bag-like and distended with material, gas 
and fluid—both tender, and lying low in the in- 
guinal region. 


SIGMOIDOSCOPIC EXAMINATION 


The value of this procedure lies in the essen- 
tially negative findings, thus ruling out early 
ulcerative colitis, rectal ulcer and growth. It 
should always be made. The anal sphincter is 
commonly excessively tight, and spasm of the 
musculature is seen, especially if the sigmoid can 
be reached. The membrane is usually moist, red, 
but does not bleed easily, and mucus is usually 
encountered as masses, or glairy strings, or cover- 
ing the whole rectal wall. If this is wiped off, the 
membrane is normal. The tight sphincter, the irri- 
table rectum (which is almost invariably empty), 
the mucus and the essentially normal membrane 
are characteristic. 

THE 


ROENTGEN-RAY EXAMINATION 


The x-ray examination may demonstrate noth- 
ing but an apparently normal gastro- intestinal 
tract, and our chief dependence upon this type of 
investigation is for ruling out, far as 1s possi- 
ble, other pathologic conditions. It is exceedingly 
necessary and valuable, however, in studying the 
degree of irritability present at that time (realiz- 
ing that it may be quite different another time) 
and to note the position of the flexures, the pres- 
ence of redundant loops and diverticula. The most 
important procedure is to o the barium meal 
down through the tract, to judge approximately 
of disturbance of adic degree irritability, 
Stasis, and fermentative processes. 


SO 


of 


The opaque colon enema relaxes spasm often 
at first and its chief value lies in the better exami- 
nation it affords for organic lesion and study of 
the contractility of the bowel after evacuation. 
The normal bowel is usually only partially empty 
(see Fig. 1), while the irritable oe leave only 
a trace of barium in the colon. Here again the 
question of atonicity vexes us, as I have seen such 
























Fig. 4.—Marked spasm of descending 


colon with distention and delay in 
cecum and proximal colon, Clinically, 
acute distress and soreness in right 
lower quadrant simulating appendicitis. 


descending and 


colon. 


an enema remain in the bowel for several days in 
women who had been previously having frequent 
stools. 

We always look for, and frequently find, gen- 
eral spasticity (see Fig. 2); segmental irritative 
phenomena (see Fig. 3); hurried or delayed 
emptying; a spastic sigmoid with a big dilated 
cecum (see Fig. 4); a feathery descending colon 
like the small bowel in films after evacuation of 
the opaque enema (see Fig. 5) ; and occasionally 
(approximately 10 per cent) the “string sign” 
(see Fig. 6). When present this sign is extremely 
characteristic and is produced through the spas- 
ticity of the bowel and the disturbed peristalsis, 
leading to a general contraction down upon the 
contained mucoid material. A thin, irregular 
string of mucus and barium extends from the 
rectum up and over to the transverse colon. 


PROGNOSIS AND TREATMENT 


Most of these individuals finally get well, but 
relapses occur, according to the extraneous and 
environmental conditions they have to meet. One 
author says that 90 per cent recover. I suppose 
it mostly depends upon how they come to under- 
stand and help themselves. Some of my stormiest 
cases have surprised me (often after months or 
a year or two of struggling) with a return to 
relative stability once a convincing insight into 
the nature of their trouble has been gained, and 
proper management for the overtonic colon has 
been instituted with a nonirritating but properly 
nutritious diet. 

When the acutely disturbed case is first seen, 
bed rest, relaxation, and reassurance are the first 
essentials. Eggleston informs me that at this stage 
he accomplishes most by putting the patient on a 
milk diet with bed rest, sedatives, and antispas- 
modics. At any rate, a liquid or very limited bland 
diet should be given. The problem of constipa- 
tion usually immediately ensues, Warm rectal oil 
retention enemas are generally necessary and ad- 
visable. An occasional small, warm saline enema 
may be necessary at first, but should quickly be 
discontinued. Usually regular colon irrigations are 
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Fig. 5.—Feathery appearance of 


(resembling appearance of small 
bowel) after evacuation of irritable 
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Fig. 6.—‘‘String Sign.”’ 
barium in sigmoid and splenic flexure 
appearing as a thin irregular string, 
due to tight contraction of this part 
of large bowel after evacuation. 


Mucus and 


transverse colon 


inadvisable and only postpone the day of institut- 
ing a proper bowel habit. 


Along with rectal oil the gradual building up 
of the diet with soft, nonirritating pulp, is to be 
most relied upon. It may be necessary to add dis- 
solved agar (American agar) as a gelatine, and 
even some lubricants, preferably in the form of 
pastes. Antispasmodics such as belladonna, atro- 
pin, and particularly novatropin, nerve sedatives, 
particularly luminal and, at times, bromid, with 
mild hypnotics are generally necessary at first. A 
rectal suppository at night with luminal, bella- 
donna, menthol and a neutral coating substance 
is extremely helpful. According to evidences of 
general nervous irritability, spasmophilic tendency, 
etc., the use of calcium, parathormone, theelin, and 
viosterol must be determined. The use of colloidal 
kalene in certain fermentative problems, of acid- 
ophilus and brewers’ yeast must be determined for 
the individual case. Symptomatically, dilute HCl 
in one case and moderate alkalinization in the 
other, according to the gastric content, is indi- 
cated. Although we have probably overemphasized 
the importance of vitamins, still, we must see to 
the proper vitamin content of our food, and ad- 
ministration of cod-liver oil, viosterol, brewers’ 
yeast, fruit juices, pureed vegetables, fresh meats, 
butter and cream will have to be determined by 
the tolerance of the particular gastro-intestinal 
tract under treatment. 

While much might be said about the diet, fur- 
ther discussion is impossible in this limited space. 
It should be nutritious in addition to being non- 
irritating, and while it may need to remain bland 
in type over a long period of time, it may be quite 
general. It should never be coarse, and should 
never bring on a constant feeling of intestinal 
disturbance and fermentation. Occasionally very 
definite allergic responses can be discovered, as 
one of my patients cleared up rapidly after elimi- 
nating eggs from her diet, and another after 
eliminating shellfish, along with the other meas- 
ures instituted. Still, I feel that on the whole, 
intestinal allergy is not usually an important factor 
in the causation of the condition. In general, 
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medication should be minimized and gradually 
eliminated. 

This brings us to what I consider finally the 
two great essentials: the psychological or nervous 
aspect of the problem and the physical fatigue 
and exhaustion. We can make no headway if these 
people are not made to rest and build up physical 
reserve first. If they overdo physically or men- 
tally, all their symptoms will return. From the 
psychological standpoint, we must educate these 
people as to the nature of their trouble. We must 
teach them how to relax, must disabuse their 
minds of their fears, and hold out the hope that 
by gaining control over their nervous system a 
cure will be instituted. It requires patience and 
endless repetition. To convince the patient prop- 
erly of our sincerity and that we know whereof 


we are speaking, we must begin by making a ° 


thorough examination. They must feel that we 
have overlooked no possible pathological condition. 
Then if they can come to understand that they 
can gain relief by (1) controlling the local colonic 
condition as they have been taught, (2) improv- 
ing their general health and their weight and elimi- 
nating focal infections, etc., and (3) by gaining 
the proper mental balance and the right psycho- 
logical attitude toward their particular problems in 
life, they may keep well.* 
384 Post Street. 
DISCUSSION 


FRANKLIN R. Nuzum, M. D. (Santa Barbara).— 
Doctor Kruse’s paper is an excellent presentation of 
the subject. His reference to the nonexistence of the 
so-called atonic form of constipation is contrary to 
what has been handed down in textbooks for many 
years. An appreciation of this fact alone rewards one 
for a careful reading of this paper. His explanation 
of the simulation of the so-called chronic appendicitis 
in patients who have a functional disorder of the 
colon makes very clear the reason why approximately 
22 per cent of patients with this type of disturbed 
bowel function have lost normal appendices and an- 
other five per cent have lost gall-bladders, operative 
procedures which did not aid the bowel condition and 
as a result of which many were handicapped in an 
ultimate recovery from their functional disturbance. 

The author emphasizes the neurotic tendencies of 
patients with functional disturbances of the colon, and 
yet in citing the etiology he does not overlook the 
possibility of other conditions. It is to be regretted 
that he has not dealt with treatment in the same spe- 
cific manner as other portions of his subject are 
handled. He does stress, however, the importance of 
the nervous aspect of these individuals, of the need 
for a proper psychologic handling, of education, of the 
elimination of physical fatigue and exhaustion. 

Allergy has quite recently been emphasized as an 
important etiologic factor in functional disturbances 
of the bowel. To this end, skin tests for food sensi- 
tization have been widely used. The results in my 
own experience have been variable and for the most 
part unsatisfactory. When a patient is suspected of 
being sensitive to specific articles of diet and when 
help is not obtained by the use of skin sensitization 
tests, elimination diets, as suggested by Dr. A. H. 
Rowe, are certainly indicated. A proper use of elimi- 
nation diets is not simple, but the matter is of enough 
importance to warrant a careful use of this method 
of procedure. Under such circumstances marked help 
can be obtained when the other method of testing for 
food sensitization has failed. 


* References will be given in the reprints. 
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A careful study of this excellent paper will well 
repay any physician dealing with this type of patients. 


& 


R. Manninc Crarke, M. D. (1219 Hollingsworth 
3uilding, Los Angeles)—Doctor Kruse deals with 
this subject in such a straightforward and practical 
manner that its reading is enjoyable, even though it 
deals with an old and much hackneyed subject. 

It is good to hear the doctor say that he thinks it 
is wise for the surgeon to stay out of the functional 
abdomen. The internist has the demonstration of this 
constantly before him. The problem is: How can we 
educate the younger and less experienced surgeons so 
as to save these unfortunate occurrences before they 
happen. 

I have read all my life about the atonic colon, and 
I have yet the first one to see. And I am pleased to 
note that Doctor Kruse also feels skeptical about this 
type of condition in the colon. 

While I have enjoyed this entire paper, yet I have 
enjoyed Doctor Kruse’s discussion of the treatment 
of the colon more than any other part of the paper. 
I like it because it is conservative and because he has 
left out a lot of bizarre things that are worse than 
useless. I feel that everything he has discussed under 
treatment is essential and fundamental. It would be 
very easy, of course, to go into immense detail in 
following out these lines of treatment, but each pro- 
cedure that is important has been sufficiently men- 
tioned to bring it prominently to mind. 


% 


Herotp P. Hare, M.D. (1930 Wilshire Boulevard, 
Los Angeles.)—Doctor Kruse’s paper appeals because 
of its comprehensive simplicity and sincerity. The 
syndrome he discusses is well portrayed, the under- 
lying etiologic factors clearly pointed out, and the 
various aspects of treatment are logically developed. 

The whole subject of visceral neurosis with its fre- 
quent severe and baffling symptomatology certainly 
cannot be well understood by many physicians, else 
there would not be such an array of operative mile- 
posts along the way. Something like 25 to 30 per cent 
of mistaken diagnoses, often with harmful surgery, is 
no tribute to medical acumen. Doctor Kruse particu- 
larly mentions the desirability of avoiding surgical 
procedures in these patients, even though there may 
be some evidence of the presence of a low-grade focal 
infection. At times the decision is a difficult one to 
make. One regrets that there is no simple diagnostic 
procedure for adequately classifying these conditions, 
but a proper appreciation of this very fact is a stimulus 
to better study and more careful correlation of our 
findings. 

Regrettable surgery is not the only mistake to be 
laid at the door of the profession. Illogical and some- 
times harsh methods of medical treatment are still 
too prevalent. If the syndrome under discussion is in 
reality a visceral neurosis—a dysfunction or unbalance 
of the nervous control of the colon—and is greatly 
influenced by a wide range of conscious and sub- 
conscious stimuli, then treatment applied primarily to 
the colon is necessarily inadequate and fundamentally 
illogical. 

In general, the whole treatment as outlined is seda- 
tive, with the emphasis placed on rest, reassurance, 
education, elimination of worry, and, at times, change 
of environment. The importance of a nonirritating 
diet is well understood. The proper use of the sedative 
drugs necessary at times and the least irritating ways 
of combating the constipation have been indicated. 

The age range for the onset of this disorder was 
stated as the third to the fifth decades of life. I feel 
that various phases of the syndrome are not so in- 
frequently seen in much younger girls, though the 
severity of symptoms here is less extreme. It is a 
little difficult to believe that over 90 per cent of these 
patients can be cured. Certainly unusual patience and 
persistence is an essential part of the treatment. 








MURDERERS’ ROW * 


A NEUROPSYCHIATRIC STUDY OF THE PATHOLOGIC 
BEHAVIOR OF TWENTY-FIVE MURDERERS 
WHO KILLED THIRTY-THREE PERSONS 


By Tuomas J. Orpison, M.D. 
Los Angeles 
Discussion by Joseph Catton, M.D., San Francisco; 


Thomas G. Inman, M.D., San Francisco; Paul E. Bowers, 
M.D., Los Angeles. 


HE first five murderers belong to the defec- 

tive mental development group, and would be 
classed as morons if judged by such accepted 
yardsticks of intelligence as the Stanford revision 
of the Binet-Simon scale. One of them closely 
approached the imbecile level, and one other, in 
addition to his moronity, was epileptic. 


GROUP IT. DEFECTIVE MENTAL 
GROUP 


(Referred to hereafter as D. M. D.) 


DEVELOPMENT 


These five morons killed, or helped kill, six per- 
sons—three men, one woman, one boy, and one 
baby. The nature of these murders, the methods 
employed, the motivating factors, the behavior of 
the participants during and after the actual murder, 
and their futile attempts to evade the consequences 
of their fear-charged acts, contribute a set pattern 
of behavior phenomena that seems to be character- 
istie and significant. 


REPORT OF CASES 


Cases 1 anp 2.—The first murder was the result of 
a frustrated attempt at burglary that was planned 
by a “master mind” (let us call him), but which was 
attempted by two morons who were made use of for 
the purpose. Both of them were dishwashers at the 
time. 

One was the child of respectable, law-abiding, “reli- 
gious” parents. The family had apparently always 
been an ordinary, inconspicuous social unit. But a 
study of the family tree of this youth demonstrated 
hereditary factors that must have had a definitely 
malevolent influence. When he committed his murder 
he was seventeen years old with a “mental age” of 
eight years plus. He had drifted away from home 
and, after many attempts to float himself, had found 
his occupational level in dishwashing. 

He and a chum of his (No. 2 of this series) were 
approached by another man who proposed that they 
rob a certain house of well-to-do people in a resi- 
dential locale in Los Angeles. He gave them the plan 
of the “lay-out” and directed them how to proceed. 
Unfortunately for the “master,” he did not know that 
these tools could not function successfully when con- 
fronted by unforeseen problems, because of their lack 
of intelligence. They succeeded in entering the house, 
after first subjecting themselves to detection in a typi- 
cally moronic fashion, when they sat in a hammock 
on the front porch of the house, smoking cigarettes, 
while waiting the hour appointed for their entering. 
Upon entering, they then met the problems for which 
they were not prepared. They made their way to the 
second floor. One of them entered the bedroom of 
the owner of the house, an elderly retired lawyer; the 
other found himself in the bedroom of a daughter, 
who awoke and militantly assaulted the intruder with 
a hairbrush. He fled incontinently, making a great 
ado. 

The scuffle awakened the father, who sat up in bed. 
The other armed moronic and would-be robber was at 


* Read before the Neuropsychiatry Section of the Cali- 
fornia Medical Association at the sixty-first annual 


session, Pasadena, May 2-5, 1932. 
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loss just how to react to a situation that was for him 
a novel one; so he pointed the gun he held at what 
seemed to him a menace and pulled the trigger. 
Frightened, he turned and fled down the stairs and 
away from the unpleasant situation he had raised, 
without knowing what damage he had done and with- 
out any booty. 

The reactions to unexpected conditions shown by 
these two were typically D. M. D. (moron No, 2 was 
rated at the nine-year intelligence level). Their cap- 
ture was speedily effected, as they were incapable of 
covering their tracks. Both should have been identi- 
fied as mental deviates while in school. The court 
sentenced each of the killers to die. 


7 7 7 


Case 3.—Murderer No. 3 was twenty-eight years old 
with a “mental age” of nine years. He was known to 
be epileptic, and was treated more like a son than a 
farm hand by the rancher and his wife who employed 
him. Other than with his “fits” he had never been a 
problem to them, and his work seemed satisfactory. 

One day he left his team in the field and went to 
the house, where he met his employer. Just what took 
place at first is not known, but the epileptic moron F. 
killed his employer with an iron bar; his explanation 
later was that they had an “argument.” From what 
he afterward said, it appears that the wife came upon 
the scene and IF. deemed it necessary to kill her, too. 

He was then confronted by new problems—what to 
do to cover up his acts and evade their consequences, 
and what to do with the baby of those he had killed. 
He solved one problem by pouring gasoline about the 
barn and setting fire to it, and then throwing the dead 
bodies into the fire. The other knot he untied by 
throwing the baby also into the fire. 

His attempt to escape the consequences was made 
in a typically moronic fashion by taking a circuitous 
path through muddy fields to the near-by town, leav- 
ing a plain trail, not thinking to remove the telltale 
mud from his boots. Reaching town, he played pool 
for a time and then went back to his room at the 
ranch, where he was quickly apprehended and arrested, 
much to his surprise. Typically moronic behavior. 

Hereditary taint: The family history of No. 3 indi- 
cated that his maternal grandfather was insane, as was 
a brother of his mother. 

He, himself, should have been recognized as a 
potential menace while still in school. The jury found 
him guilty and sane and he was sentenced to die. 


7 7 7 


Case 4.—Was that of a 17-year-old boy who killed 
a young companion with a club. I examined him as 
“expert appointed by the court’ and found evident 
mental defect of such a nature as to classify the killer 
as near the imbecile level. The wise judge and co- 
operative district attorney took the case off the calen- 
dar, and the killer was eventually sent to a suitable 
state institution, incidentally saving the county a costly 
trial, as well as treating the case in hand in an emi- 
nently just manner. 

7 7 y 


Case 5.—The last of this series was implicated in the 
murder of a man in a bank hold-up. He was acting 
as a look-out at the time of the murder and was pre- 
pared to participate, if necessary, by carrying a loaded 
gun. Becoming confused he made scarcely any at- 
tempt to escape and was soon arrested. 

Examination of his mental status by a psychologist 
and myself brought out that he was mentally defective 
and belonged to the moron group and that what he 
did had been planned for him and not by him. The 
court sentenced him to die. 


COMMENT 

One outstanding impression that comes to one 
who reviews these five cases is .hat only one of 
them was treated with complete scientific accuracy, 
therefore with complete justice. 
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Another is that all of them should have been 
not only identified for what they were while yet in 
school and prior to any overt crime, but also that 
suitable preventive measures against them should 
have been put into play. Had these been effected, 
six innocent victims would not have perished. 


GROUP 2. CONSTITUTIONAL PSYCHOPATHIC 
INFERIOR PERSONALITY GROUP 
(Referred to hereafter as C. P. I.) 


After exhaustive examinations, totaling many 
hours, the eight murderers of this series were 
classified as C. P. I. They killed twelve persons— 
five men, four boys, two women, and one baby. 
All were tried for their acts. The defense ad- 
vanced, in every case but one, was insanity, legal 
insanity. A selected number, though not medically 
insane, did come under the classification of “legally 
insane,” judged by the legal yardstick. The seem- 
ing anomaly exists because the legal definition of 
insanity differs from all of the medical defini- 
tions, which regard the insanities as forms of 
mental sickness and, therefore, medical entities. 
It is this difference between the law and psychi- 
atry that is so often the root of the seemingly 
insuperable impasse which confronts the medical 
expert and courts of law. 


REPORT OF CASES 


Case 1.—The first C. P. I. murderer was a young 
male who ran what the newspapers picturesquely 
called a “murder farm.” He killed at least three boys. 
Ten hours were devoted by me to the personal study 
of this young man. My conclusions as to his mental 
status were that he was definitely C. P. I. and be- 
longed to the subgroups (a) sex deviate; (b) emotion- 
ally unstable; (c) pathologic liar; and (d) paranoid 
personality. 

He proudly asserted his “love” for his 16-year-old 
brother. He exhibited a patent sexual libido when he 
spoke of this brother, and as he described to me his 
sensations when he killed his victims, who were all 
younger than himself, his facial expression became 
feral and lascivious as he exclaimed, “keen, keen!” 
when attempting to describe his emotions at those 
times. He was a glaring example of the pathologic 
liar: e. g., claiming to have read “all of Dickens,” he 
was unable to give the name of a single book; he 
promised a large sum of money to the special counsel 
for his defense, who came from Canada for the pur- 
pose, the murderer knowing that there were no funds 
available. To watch him preening himself to have his 
picture taken when he was told he was the “prettiest” 
(sic) prisoner to pass through the Los Angeles County 
jail, was a study in narcissism. The paranoid compo- 
nents of his personality were conspicuously brought 
out at the time of his trial for murder, when he dis- 
missed counsel and attempted his own defense. This 
was running true to the same form displayed by 
Guiteau in the famous case following his assassination 
of President Garfield. In my opinion, the trial of the 
young man under discussion could, in more than one 
sense, almost be called a travesty of justice and the 
turning of a court of law into a circus, and an obscene 
circus at that. 


I am of the opinion that this youth was legally but 
not medically insane, the opinion of the honorable 
jury to the contrary, notwithstanding. In a criminal 
action at law, to be legally insane one must be of 
such a condition or state of mind as not to know the 
difference between right and wrong in relation to the 
act committed and not to be able to appreciate the 
nature and quality of the act or acts. By this obsolete 
yardstick this murderer was (legally) insane. He was 
sentenced to die. 
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As to heredity, two of his paternal uncles were in- 
sane; one maternal aunt, a “religious fanatic”; his 
mother was a C. P. I. and a border-line D. M. D. as 
well. 


¥ t 7 


Case 2.—This case was a university graduate who 
had taken honors in oratory. All through his life he 
had done showy things and was looked upon for a 
time as a budding genius. His marital experience had 
been stormy. At one time he tried cattle ranching in 
Montana, without financial success but with much 
enjoyment in dressing for the part. 


Some time prior to the murderous act of which he 
was accused, he came completely under the influence 
of a woman with evident appeal to the males of her 
acquaintance and he was only one of those whom she 
dominated. It was alleged that he came to this coast, 
where she was living, for the purpose of ridding him- 
self of a rival and her of one whom she desired out 
of the way. The trial of this case was a cause celébre 
some years ago and, prior to the Hickman case, held, 
I am told, the “publicity record” on this coast. The 
defense was insanity and very ably presented, as was 
also the prosecution. During the trial the defendant 
gave a display of “wisecracks” and other verbal court- 
room “fireworks.” The jury was twice “hung,” but 
the defendant was not—nor was anyone else, for that 
matter. 

7 v v 


Case 3.—This was the double murderer and abduc- 
tor, the young man E. H. H. He was nineteen years old 
and, while on parole at the time for other crimes, killed 
a man in a hold-up in company with another young 
man whom he influenced. He later came to Los Ange- 
les and abducted a young girl from her school and 
held her for ransom, naming $1,500 as the sum he 
demanded for her release. Because the girl’s home 
was openly patroled by police cars with their red lights 
aglow, he did not deliver her on the evening that was 
at first designated. In this he showed a higher level 
of intelligence than his would-be captors. They could 
have taken him after he had released the girl and 
obtained the ransom, as he at first intended to do, had 
they simply thrown a cordon around the block, allow- 
ing all cars to enter but none to depart unsearched. 

Keeping himself aware of the closing in of the chase 
upon him, he found himself confronted by the neces- 
sity of hiding his victim. His judgment was that his 
escape could not be accomplished with her alive, so 
he did not hesitate to kill her. This he did by strangu- 
lation with a towel while she was tied to a chair. She 
did not know what was his intent, but believed him 
when he told her she was to be tied up for a few 
minutes while he went out for a newspaper. 

The subsequent events followed each other logically. 
After carving up the dead body while the phonograph 
played, the killer calmly walked out under the nose 
of the police with the severed body of his victim 
packed into a dress suit case. 

After a most ingenious set of successful attempts to 
escape, which included the taking of an automobile 
away from a man on a crowded thoroughfare in Los 
Angeles, after a careful scrutiny of the car to make 
sure it contained gas and oil for an extended trip, the 
killer actually drove north nearly to the Canadian line 
before he was finally caught. He was then escorted 
to Los Angeles by a great posse of police officials and 
newspaper men. A new record of publicity was hung 
up when this 19-year-old killer was tried. The court- 
room became a theater and ran morning and afternoon 
shows to which admittance was only by card. Relays 
of notables, including “stars of the silver screen,” visit- 
ing judges and an unbelievable lot of citizens strove 
to obtain good seats for the performance. 

Nine hours’ examination of this youth convinced 
me, first, that there was no insanity present, either 
medical or legal; secondly, that he was often moti- 
vated by abnormal thinking, characterized by puerile 
judgments; thirdly, that his whole behavior pattern, 
both criminal and noncriminal, was typical of a con- 
stitutional deviation from the norm that was charac- 
terized especially by an anesthesia—to call it such—of 
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the emotional sphere that was of such a nature as to 
deprive its host of the ability to feel the slightest 
remorse or fear the consequences of the horrific acts 
that he knew, intellectually, were punishable and likely 
to be punished. At the same time he clearly demon- 
strated a paradoxical superior intelligence level. An 
example of this anomalous judgmental perversion was 
that he planned meticulously a difficult and complex 
set of acts that involved the risking of his own life 
and the taking of any others that might thwart him— 
all for the sum of $1,500 that he wanted in order to 
put him through a college course that was designed 
to prepare students for the ministry! 

As to any sex angle in this case, there was none. 
His desires did not run along that line especially and 
he seemed to be quite normal in that sphere. 

Heredity: In my opinion, this murderer’s family 
history contains definite mental taint. 


7 7 y 


Case 4 of the C. P. I. group was a young woman 
of Italian parents, who set fire to the baby carriage 
in which her infant was sleeping, destroying them 
completely. The motivating factor in this case was 
a feeling of rebellion against the various thwartings 
in her home environment which seemed to her impor- 
tant. Examination showed her to possess a_border- 
line adult intelligence level, but a perversely function- 
ing judgmental apparatus. This young woman was 
given a lite sentence 


7 7 7 


Cast 5 was a man who killed another man in a train 
hold-up. His behavior in this episode and prior to 
it through life, showed very stupid and _ ill-judged 
mental reactions, The killing itself was a superfluous 
“dramatic” gesture in an adult whose judgments were 
puerile but whose intelligence level was adult. He 
vas sentenced to be executed. 


7 7 vy 


Case 6 was a young negro who was considerably 
above the average adult intelligence level, but whose 
history included an attempt to burn a_ well-known 
resort hotel because of a fancied slight on the part 
of the white woman manager for whom he on various 
occasions showed a sex attraction. He once before 
this had barely escaped conviction of murdering a 
woman whose dead body showed undoubted evidences 
of sex assault prior to her death. 

He was finally convicted of killing, with an iron 
bar wrapped in newspaper, a female Christian Science 
practitioner. His plea—or rather the defense advanced 
by his attorney—was insanity. The jury disallowed 
the plea of insanity and declared the defendant guilty. 

Examination of the killer showed him to be defi- 
nitely a C. P. I., who belonged to the subgroups 
(a) paranoid personality, and (b) sex deviate. He was 
excessively egotistic under a very quiet and smooth 
exterior, but his adult life was embittered by his re- 
sentment of the fancied antagonistic attitude of white 
people toward him, people he considered his inferiors 
but who he thought belittled him. 

He had never experienced normal sex relations, but 
Was strongly attracted to a certain physical type of 
white woman and got a perverted satisfaction out of 
hurting them (a kind of sadism). No evidence of in- 
sanity, either medical or legal, was found in him. 


7 7 7 


Case 7 was a deputy marshal in a New Mexico city, 
who killed one man and attempted to kill another. 
1 examined the killer and concluded that there was 
no insanity present, but rather an implicit emotional 
instability and judgmental defect that was a complete 
explanation of the pathologic behavior he exhibited 
from time to time, being especially evident when he 
vas mildly under the influence of alcohol, which aided 
in anesthetizing what judgment he ordinarily pos- 
sessed. This man was freed on the plea of self- 
defense. In a shooting escapade later, he was shot 
and killed. 
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Case 8.—This was the most bizarre case in my series. 
The life history of this man in his thirties, if narrated 
in fiction, would probably be classed as too improba- 
ble for publication. 

To narrate as briefly as possible only those episodes 
that are important for the purpose of evaluating the 
personality components of this man, one needs but 
sketch in the lights and life-shadows of a 35-year- 
old male who for many of those years was hidden 
away in an attic under the completest form of female 
domination in the person of the wife of a man who 
probably never knew he was in his house and yet 
whom the attic dweller speaks of as his “best friend” 
and a “noble character” after shooting and _ killing 
him. It is almost beyond comprehension that any 
intelligent man could or would subject himself to such 
a fantastic form of existence and successfully main- 
tain it through many years and in two such widely 
separated cities as Milwaukee and Los Angeles. But 
the known facts seem to prove that such was actually 
the case. He undoubtedly possessed adult intelligence 
as measured by the accepted yardsticks. 

During all the attic-dwelling years this human mole 
seldom left his attic, except when at night or at other 
times he could safely move like a ghost through the 
house, only to scurry back to his shelter when alarmed 
or when discovery might be expected should he re- 
main outside his lair. He told me that he was made 
use of sexually by the woman, at times to excess; also, 
that she made constant use of him to help her about 
the house at safe times. He was a voluntary slave and 
menial—sexually and otherwise. 

His whole life has been one of domination by 
others; first the woman, Mrs. O.; next a lawyer, whom 
he speaks of as one of her lovers; lastly, his own wife. 
As psychic influences, the first two may be looked 
upon as malign and the last as benign. It seemed to 
be true that two totally opposite sets of action pat- 
terns were exhibited by this particular C. P. I., as he 
was subjected to two different, and even antagonistic, 
personal influences, 7. e., Mrs. O., and later the woman 
he happily married. His “goodness” or “badness” 
seemed to be dependent upon two factors: (a) his 
innate ethical desire to do “right,” and (+) the mainte- 
nance of the authority of the influencing agent. I be- 
lieve the latter to be the more important. This man 
was freed by the statute of limitations. 


OTHER GROUPS 


Involutional Instability.— Two murders were com- 
mitted by men in the involutional period of life and 
were motivated by perverted wish reactions that in 
each case had to do with the elimination of one who 
had become obnoxious. 

One of them murdered his wife and then burned 
her body in the attempt to hide the evidences of his 
crime; the other, having armed himself, shot and killed 
a prominent bank official, having followed him into 
the courtroom, where he was to testify. The influences 
which had to do with poisoning this murderer’s mind 
brought forward much newspaper speculation and dis- 
cussion at the time the trial was on. 

The second murder was a typical example of the 
effect of the mental explosives that are so frequently 
planted in unstable minds. Like mental bombs with 
time-fuses attached, it only requires an igniting word 
to light them, with devastating effect. 


7 7 


“Normal Killers.’—Two of this series of murderers 
showed no evidences of constitutional fault or mental 
sickness. One of them was a 19-year-old youth who 
deliberately killed a younger boy over a sum of money. 
He was executed. 

The other was a young cowboy in New Mexico 
who, while intoxicated, shot the city marshal and 
then tried to shoot his foreman and the deputy mar- 
shal, but was himself shot in the head with a load of 
buckshot. He later recovered from the extensive scalp 
wound inflicted and effected a successful jailbreak. My 
examination of the killer showed nothing abnormal in 
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his psychic sphere. The murder and shootings were 
the result of a temporary toxicity due to alcohol. This 
young man effected a jailbreak and escaped. 


7 e £ 


Psychotic Group (Medically Insane) —Seven of this 
series were medically insane men, They killed ten per- 
sons as the result of their psychoses—delusional con- 
cepts, emotional imbalance, and faulty judgments being 
the motivating factors. 


One other (an insane woman) barely escaped effect- 
ing an intended murder when the revolver she had 
carried into an attorney’s office for the purpose of kill- 
ing him was discovered hidden in a cigar-box. 


No. 1 killed a former employer because of imaginary 
wrongs. 


No. 2 killed his “sweetheart” and then developed an 
acute confusional psychosis. He was possessed of a 
low order of intelligence and had for years been a 
regular drinker of alcoholics. Only after eleven mem- 
bers of the Lunacy Commission had declared him in- 
sane did the judge of the Lunacy Court commit him. 

No. 3 shot a doctor five times in a fit of rage. 

No. 4 shot two men, who he imagined were poison- 
ing him. 

No. 5 had been released from Patton and then pro- 
ceeded to kill a man whom he disliked. 


No. 6, after being adjudged insane and paroled, 
killed a man. 


No. 7, after release from Stockton, killed three per- 
sons, 

All the above murders were the seemingly ir- 
relevant acts of mentally sick patients. 


COMMENTS 


The bulk of these murders—twenty-nine out of 
thirty-three—were committed by two groups of 
mental deviates: (a) the constitutional deviates 
known as D. M. D. and C. P. I ; (b) mentally 
sick, psychotic, “insane.” 

It is a sad commentary that so many of these 
murders could have been prevented by ordinary 
common-sense foresight. 


Five major formulations are outstanding : 


1. Any true psychotic who demands a jury trial 
is potentially dangerous. 

2. Most of the C. P. I. and all of the D. M. D. 
murderers of this series should have been recog- 
nized as deviates while yet in school. Therefore 
teachers should become aware of the significant 
factors relative to mental deviation; Hickman, 
Northcott, and all the D. M. D. should have been 
put out of association before they had killed any 
human being. 

3. These cases must emphasize the fact that 
there is a vast and rigid difference between medi- 
cal and legal insanity. The former has never been 
satisfactorily defined, whereas the latter has been 
since 1843, and is now, a defined legal entity. The 
fact is that insanity is essentially a medical entity, 
i. €., disease or sickness—in the psychic sphere ; 
that it is so protean and kaleidoscopic in its mani- 
festations as to be impossible of any definition 
that will define a particular type as well as all the 
other types. An attempt to define “fever” presents 
similar difficulties. A definition of sickness must, 
after all, be a description of symptoms that are 
typical of a medical entity group. The law, on 
the other hand, must define, and attempts to do 
so, in the matter of mental sickness. The neces- 
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sity to do so is manifest. That it is unfortunate 
is just as obvious. The present-day legal defini- 
tions of insanity demonstrate the weak points of 
the attempt on the part of the law to define a 
medical entity. The law further attempts to de- 
fine what is criminal insanity and what is civil 
insanity. An analysis will show that these defini- 
tions differ so that the same individual by the 
same court would be considered criminally sane 
and could be legally hanged for murder and at 
the same time be regarded as “incompetent” and 
unfit to take care of himself or his property, 7. ¢., 
insane (page 283, S. and K.) And yet the lawyers 
deride psychiatrists for giving “contradictory” evi- 
dence in medico-legal actions ! 

4. On the theory that insanity and constitu- 
tional mental deviation are essentially psychiatric 
entities, even though in certain instances there 
may be legal implications, it is my contention that 
the alleged criminal deviates should, in the first 
instance, be given an appropriate psychiatric ex- 
amination under supervision in a suitable institu- 
tion and for not less than thirty days in cases of 
felony. This procedure will do away with those 
pleas for exemption on the grounds of insanity 
that are the “last resort of a forlorn cause,” but 
will protect the constitutional rights of the truly 
insane. 

The only remedial treatment of the D. M. D. 
and C. P. I. is successful substitution of normal 
for abnormal mental characters either by engraft- 
ment, substitution, or reéducation maintained for 
a sufficient time to “take.” A corollary to this is 
that when such a “take” cannot be accomplished 
after a suitable trial, then that individual is com- 
mitable. We do not hesitate to commit the men- 
tally sick and we send smallpox cases to the pest 
house without consulting the wishes of the pa- 
tients; but we allow politicians and sob sisters, 
both male and female, to prevent us from protect- 
ing ourselves from putting out of circulation even 
greater menaces, 1. @., those who cannot react to 
the rules we have found necessary to lay down for 
our own behavior, as well as for the behavior of 
those among whom we must live. 

Finally : this series corresponds to every similar 
modern research, 

616 Wilshire Medical Building. 


DISCUSSION 


JosepH Catron, M.D. (490 Post Street, San Fran- 
cisco).—Doctor Orbison’s paper is very interesting. 
It is important that from time to time those of us to 
whose fortune it falls to contact and to study large 
groups of caught offenders should report our findings 
and opinions. Out of the discussion which might re- 
sult in the medical and legal professions and other 
interested groups should come suggestions for im- 
proved handling of the situations involved. The con- 
flicts existing between law and medicine, as discussed 
by Doctor Orbison, are more apparent than real. I am 
with those who believe in looking for underlying 
unities of attitude rather than superficial diversities. 
Doctor Orbison admits that the law must define in- 
sanity as it applies to one or another situation where a 
person finds himself at the bar in some civil or criminal 
action. Then he joins with those of our confréres 
who criticize the law for the definitions it writes. He 
argues that the law is attempting to define a “medical 
entity.” But quoting him, he says that medical in- 
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sanity “has never been satisfactorily defined” and that 
for various reasons it is “impossible of any definition.” 

My position is this: When a medical man makes an 
adequate examination of a person as to his mental con- 
dition, he will state verbally or in writing: (1) That, 
in his opinion, the person has a psychosis (medical 
term for insanity); (2) that, in his opinion, the person 
is not insane; or (3) that he does not know. 

Are the criteria which lead to these statements of 
opinion some mystical concepts which are not sus- 
ceptible to expression in plain English? If they are, 
then we are metaphysicians rather than physicians; 
and psychiatrists as a group should be divorced from 
their present confréres in medicine. I would quote 
Charles Mercier: “He who pretends that his thoughts 
are too profound to be expressed intelligently in the 
English language must not count on always finding 
readers sufficiently gullible to accept his pretense. 
Sooner or later he will be called upon to stand and 
deliver his meaning, and if his wallets are found to 
be empty he will have no one but himself to thank 
for his humiliation.” Psychiatrists are at a crossroads. 
They have forced the law to define what Doctor Orbi- 
son has rightly termed a “medical entity.” The law, 
however, down through the centuries has sought to 
be the mouthpiece of authoritative opinion in each spe- 
cial field which might be concerned in particular de- 
cisions and judgments. If the thoughts of psychi- 
atrists as to what defines the limits of sanity and in- 
sanity are either so profound or so muddled that they 
cannot be expressed intelligibly, then, as Mercier has 
said above, the psychiatrists’ “wallets are empty” and 
psychiatry has itself to blame if it be humiliated or 
disturbed by the apparent conflict between medicine’s 
and the law’s concepts of insanity. I share the opinion 
of those psychiatrists who believe that our wallets are 
not empty. I have in preparation a paper, to be pub- 
lished shortly, which deals with the matter of the 
medical definition of sanity and insanity, and which 
could be read in conjunction with this interesting and 
important paper of Doctor Orbison’s. 


92 
id 


Tuomas G. Inman, M. D. (2000 Van Ness Avenue, 
San Francisco).—Doctor Orbison has directed our at- 
tention to one of the many ills which assail the integ- 
rity of our social system. The illustrative cases only 
too well lend support to his views. His suggestion 
that the accused seeking relief under the insanity 
defense be subjected to observation in a suitable insti- 
tution should meet with approval. If all culprits plead- 
ing insanity as a defense were automatically consigned 
to a ward for the criminal insane in a state institution 
for a period of six months, the issue depending upon 
the observations of the medical staff, resort to this 
means of escape would be less frequent. Certainly the 
accused, whose plea of insanity is presumed to be 
honestly presented, could not object to such a pro- 
cedure. 

Thinking people are coming to believe that the in- 
sanity defense has been carried too far and that the 
expert is selected, not for his skill in interpreting 
mental processes, but for his ability and willingness 
to confuse the issue and thus create an element of 
doubt in the minds of the jurors. It is believed that 
many experts will testify with equal candor for either 
side. When the members of a jury get this impression 
they take the matter into their own hands, a circum- 
stance which might adversely affect the rights of the 
individual or of society, as the case may be. 

If it is sometimes difficult to state positively that 
an individual is or is not suffering from a psychosis, 
that problem sinks into insignificance beside the im- 
possible task of predicting the future conduct of a 
mental defective. The intelligence factors resident in 
the cerebrum, fixed at or about maturity, are sus- 
ceptible to fairly exact measurements. But the emo- 
tional elements, upon which so much of human con- 
duct depends, are subject to great variations from time 
to time. Thus, while it is possible to state, within cer- 
tain limits, the mental capabilities of an individual, 
one can only make an approximate estimate of what 
that individual’s reactions will be to a given situation. 
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Defectives showing criminal tendencies should, for 
the safety of society, be segregated. The same may be 
said for criminals not showing evidence of intelligence 
defects. But to immure these individuals with the in- 
tention of teaching them to be honest, trustworthy 
and incorruptible would be time wasted. Outside of 
the institution they would soon learn that the affairs 
of society are not conducted according to these princi- 
ples. They might also come to suspect that the world 
is not suffering nearly so much from a lack of intelli- 
gence in its citizens as it is from a high degree of 
intelligence wrongly directed. 

Students of this intricate subject will be indebted 
to Doctor Orbison for this collection of cases as well 
as for his timely comments upon them. 


» 
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Pau E. Bowers, M.D. (323 Subway Terminal Build- 
ing, Los Angeles).—The paper which Doctor Orbison 
has given us is quite entertaining, but of a decidedly 
sketchy nature. I personally examined many of the 
individuals of whom he has written, and I must dis- 
agree in several instances with his findings. Particu- 
larly is this true in the Hickman case. I found this 
prisoner to be a sadist, and I reported this case in the 
New York Medical Journal on July 17 and August 7, 
1929. 

I do agree with Doctor Orbison that many reforms 
should be accomplished in our manner of dealing with 
mentally defective persons who are charged with 
crime. The science of psychiatry has a very definite 
and helpful contribution to make in the courts regard- 
ing tests of responsibility. 

Insanity as a legal defense is a pertinent question 
in the public mind today. Although legal tests for 
determining the responsibility of the criminal have 
been developing for centuries past, the results are still 
unsatisfactory. The learned judge on the bench, the 
prosecuting and defense attorneys, the jurors—all are 
nonplused when this little-understood defense is of- 
fered. Into this state of confusion the doctor or 
psychiatrist is called to determine the patient’s respon- 
sibility or irresponsibility, legally and not medically, 
in respect to the crime committed. As a result, con- 
troversies and differences of opinion arise, the court- 
room becomes a Tower of Babel, and the average 
citizen’s respect for the great legal and medical pro- 
fessions begins to wane. 

The eagerness of the press to publish the details of 
every spectacular crime has brought the question of 
insanity to our attention. Within recent years a strik- 
ing number of murderers, whether sane or insane, have 
pleaded insanity as a defense. In fact, the first thought 
suggested by the newspaper sleuth, hot on the trail 
of the criminal and a story for the front page, is, “Will 
the defendant plead insanity?” not, “Is he insane?” 

It is unfortunate that there have been so many 
criminal cases attracting nation-wide interest where 
the defense of insanity has been a hoax. The cases of 
Kid McCoy, Harry K. Thaw, Clara Phillips, Hick- 
man, Ruth Judd, Lieutenant Massie, and many others 
are outstanding examples. The criminal, caught red- 
handed in a premeditated defenseless murder, grasps 
at an insanity defense as his only hope. This is often 
accepted by the normal individual who, shocked by 
the horrible details of the crime, exclaims: “Only an 
insane person would commit such a crime!” Jurors, 
as well as good and honest lawyers, are often fooled 
by the cleverly assumed role of insanity. I would not 
suggest that any lawyer or any doctor would be so 
unprofessional as to aid and abet the defendant in his 
attempt to appear insane. The true malingerer, how- 
ever, is not difficult to detect. The ninety-year-old test 
laid down in the McNaughten case, primarily used in 
our courts today, was voiced according to the light 
and understanding of the past century. It takes into 
consideration only the intellectual aspect of the mind 
in its power to determine between right and wrong, 
and disregards the processes of will and emotion. 
Therein lies the weakness. The true test of irrespon- 
sibility should be a tri-part test, including the intel- 
lectual, volitional and emotional capacities of the mind. 
Most of our conduct springs from the emotional con- 
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trol; a derangement in this respect should be a most 
important consideration in the formulation of a legal 
test. 

There should be some means adopted for keeping 
the law in harmony with advancing ethical and scien- 
tific views. This may be done through the appoint- 
ment by the court of a quasi-official body of men, 
impartially determined, who are well qualified psychi- 
atrists having a university education and at least five 
years of experience with the insane. This group should 
report their findings in written form to the court to 
be used for reference and subject to cross-examination. 
Thus ex parte contention and the hypothetical ques- 
tion, which have helped to bring medical testimony 
into disrepute, will be eliminated. The judge and the 
jury will be supplied with a clear, intelligent and un- 
biased report as to the mental condition of the defend- 
ant before proceeding to deliberation regarding his 
legal responsibility. The procedure of the court should 
be simplified. What is needed in the law is a proper 
conception of the unified personality. 


a) 
“ 


Doctor Orpison (Closing).—In closing I wish to 
thank those who have discussed this paper and to state 
that since writing it I have examined three other men 
who have killed. One was Lieutenant Massie with 
whom I spent five or more hours, and was able to 
obtain a mass of evidence regarding his behavior just 
before and after his killing of the Hawaiian. I am 
absolutely convinced that he was in a state of delirium 
followed by a condition typical of ambulatory automa- 
tism that lasted for more than one hour acutely and 
for about twenty-four hours in a less acute state. Dur- 
ing the first hour he had to be “slapped” and “pushed 
about” in order to get him to the “death car.” The 
shooting, in fact, spoiled all the carefully laid-out 
“plan” that was so much discussed. 

My only comment regarding the “psychiatric” testi- 
mony put forward by the prosecution demonstrated 
some of the most reprehensible factors that have cast 
so much opprobrium on the psychiatrist when he be- 
comes a medico-legal “witness” (two of the visiting 
alienists never examined the defendant, but testified 
after reading the transcript). 

In my opinion this man was legally insane because 
he did not know what he was doing at the time—in 
fact he did just the opposite to what had been planned 
because the death of the man killed prevented the 
confession he was just prepared to make. 

As to the other two killers to be added to this series, 
one was insane (medically and legally) and the other 
showed no symptoms of any kind of “insanity.” 


ADHERENT SCARS—-THEIR TREATMENT * 


By W. S. Kiskappen, M.D. 


Los Angeles 


Discussion by George Warren Pierce, M. D., and Gerald 
Brown O’Connor, M. D., San Francisco; Hugh Jones, 
M.D., Los Angeles; Will L. Miles, M.D., Los Angeles. 


LT a discussion of the treatment of adherent and 
cicatricial scars, it is obvious that the old sub- 
ject of skin grafting in its various phases will pre- 
dominate. The topic is perennial; but no doubt 
the activating force lies in the many serious and 
disabling scars and cicatrices that are constantly 
presenting themselves. 


TYPES OF SCARS 


Most of you are familiar with the cicatricial 
check-rein band of thick scar, often keloidal in 
type, occurring after burns and infections about 
the neck and in the cubital, popliteal and axillary 


~ * Read before the Industrial Medicine and Surgical Sec- 
tion of the California Medical Association at the sixty- 
first annual session, Pasadena, May 2-5, 1932. 
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fossas, Likewise, it is easy to visualize the thin, 
shiny or dry scaling scars occurring on any part 
of the body and resulting from healing by second- 
ary intention. When these scars occur about a 
joint, they tend to limit or prohibit function and 
may cause distortion of bone and real joint 
changes. Blair, Brown, and Hamm! emphasize 
this and point out that, in addition, these scars 
are most unstable, tending to break down fre- 
quently from minor irritations or merely lowering 
of the general body tone. They have demonstrated 
that such scars are covered by only a thin layer 
of epithelium, a few cells in thickness and entirely 
lacking in elastic tissue. Moreover they lie on a 
frequently thick and usually avascular scar tissue 
base, made up of parallel strands of fibrous tissue. 
This thin epithelium is rendered unstable by its 
lack of papillae, hair follicles, or glands to aid in 
attachment to the subcutaneous tissue. This lack 
of glandular structure accounts for the dryness, 
scaling, and cracking so frequently present; and 
because of such constant irritation it is not un- 
common to find that such surfaces eventually 
undergo secondary malignant changes. 

Fundamentally such scars are caused by tissue 
loss. This fact must be constantly kept in mind 
in planning both the treatment and repair. Such 
a loss may be due to either burns, infections, or 
surgical and traumatic debridement. Nor is it 
always confined only to skin, but subcutaneous 
tissue, fat, and muscle may also have been sacri- 
ficed. 

OBJECTS OF TREATMENT 


Our treatment, therefore, must be directed, if 
possible, to the prevention of these scars, and the 
resultant immobile joints and deformities. At the 
same time this treatment must not lose sight of 
the need of a satisfactory cosmetic result. 

We are not particularly concerned here with 
the treatment before scar formation, yet since our 
end-results are so dependent upon proper con- 
sideration of all forces at work, I feel that a brief 
discussion is indicated. The application of trac- 
tion before healing has taken place is of occasional 
value and, if not cumbersome or annoying to the 
patient, should be tried during the period of prepa- 

ration for surgery. Of far greater importance is 
vigorous treatment directed, first, to combating 
the infection, and secondly, to the stimulation of 
granulation tissue preparatory for early grafting. 

We are all familiar with the use of compresses, 
irrigation, vaselin gauze, sugar, and other forms 
of treatment in the stimulation of granulations. 
Recently I have used 5 per cent alcoholic brilliant 
green on fresh and chronic granulations with very 
satisfactory results. A. G. Bettman? of Portland 
tells about the use of a chloretone and scarlet red 
ointment, which combines an antiseptic, a stimu- 
lant, and an analgesic. Doctor Bettman and his 
colleagues have used it with highly satisfactory 
results, and I have employed it with satisfaction at 
the Los Angeles General Hospital. Doctor Blair 
and his confréres advocate salt baths, alternating 
with dry heat, for their burn cases. I was glad 
to read the opinions of Blair, Brown, and Hamm, 
backed by the experiments of Carrel and others, 
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Fig. la Fig. 1b Fig. 1c 
Fig. 1.—Showing the use of the Z and Reverse Z incision. In Fig. la the original Reverse Z plan may be seen. 
This was abandoned in order to have a minimum amount of sear in the flaps and the Z incision was used, which, 


with transposition of flaps, shows well in Fig. 1c. Fig. la shows limit of elevation of arm. 
of 


result. This case was ideal for this procedure because 
that grease dressings did not promote a healthy 
granulating surface and were detrimental to suc- 
cessful grafting. It is only too often, when con- 
fronted with a serious scar, to have the patient 
say that grafting had been tried but had not been 
successful. Further inquiry usually establishes the 
fact that some form of grease therapy had directly 
preceded the grafting. 


THIERSCH OR SPLIT SKIN GRAFTING 


It is important that unnecessary delay be avoided 
and every effort should be expended to quickly 
prepare the area for grafting. The method of 
choice where granulations exist is Thiersch or 
split skin grafting. It may be done quickly and 
easily, even in the presence of a mild degree of 
infection, with an expectation of obtaining 75 to 
100 per cent take. Pinch grafting is of value, but 
is more difficult, and healing is greatly delayed. 
Full thickness grafts, sieve grafts, sliding and 
pedicle flaps have all been employed on granu- 
lating surfaces, but I feel that their use is fr: aught 
with danger of failure, and I think that it is far 
safer to Thiersch graft or use split skin, and plan 
later to use a flap or full thickness graft as 
indicated. 

The method of Thiersch grafting that has given 
the best results in my hands is by taking an im- 
pression of the area to be grafted with Stent or 
dental modeling compound and then applying the 
graft to this.* Dr. H. Woolsey * takes up this and 
various other types of grafting in all detail. I feel 
and I believe that it is the general opinion that 
Thiersch and split skin grafts are subject to con- 
siderable contraction. I have heard Dr. V. P. 
Blair say that such contraction may be as much as 
60 per cent; Davis and Kitlowski prove that such 
is the case by a series of experiments in measur- 
ing the contractility of different types of grafting 
immediately following cutting them. Their con- 
clusions were that whole thickness grafts had 
shrinkage of 43 per cent; half thickness grafts, 
24 per cent; and thick Ollier Thiersch grafts, 11 
per cent, while true Ollier Thiersch grafts had a 
shrinkage range of only up to 2 per cent. These 
interesting experiments bear out our opinion that 


In Fig. 1b is postoperative 
the relatively small amount of scarring. 


fibers in the corium and taken with 
whole thickness grafts, are necessary to prevent 
subsequent contraction, all subsequent contraction 
being dependent upon the thickness of the graft 
employed, and that because of the lack of contrac- 
tion following cutting a true Ollier Thiersch graft 
the greatest shrinkage may be expected to follow 
its use. 


the elastic 


sy our traction, splinting, and particularly early 
grafting, we may have prevented some of the late 
contractions. However, if not, and the contrac- 
tion is keloidal in type, then small fractional units 
of x-ray at weekly intervals may be employed with 
success. Some x-ray men believe that larger doses 
and longer time intervals are more suitable and 
treat keloids in this manner. I have seen both 
methods employed and believe the smaller dosage 
gives uniformly better results. This method is 
applicable, as noted above, only to the thick, 
keloidal, and flat scars. I do not believe the check- 
rein type, even when hypertrophied or keloidal, 


respond sufficiently to x-ray to warrant its use. 
It must always be kept in mind, 


however, that 





Fig. 2a Fig. 2b 


Fig. 2.—Contracting scar secondary to fire burn. The 
sear pulled on the mouth, ear, and even distorted the eye. 
A split skin graft was applied and entirely corrected the 
deformity, but it was felt that the cosmetic result left 
much to be desired. A tube pedicle from the back was 
later used, giving the result in Fig. 2b. Function in this 
case is normal and fortunately the transferred skin is 
taking on the color of the neighboring skin. This does not 
always occur. 
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Fig. 3a Fig. 3b 


Fig. 3.—Completely syndactylized fingers of one hand in 
negro girl of 24 years of age. The nails of the first three 
fingers and the distal phalanges of the first and second 
finger were connected. In Fig. 3a, the little finger has heen 

arated from the others, and a full thickness graft 
applied A split skin was employed for the next pro- 
cedure and gave such a good result that it was repeated 
in the operation on the first and second fingers. Function 
is still partly limited, due to joint changes. 





fundamentally there is tissue loss and that nothing 
short of complete replacement will give normal 
function, 

In the presence of healed but adherent scars or 
contractions, we have our choice of several pro- 
cedures. These will be considered in turn. 


WHOLE THICKNESS GRAFTS 


These should employed upon a good firm 
base, such as the palm of the hand, fingers, the 
forehead, nose, sole of the foot, ete. They should 
he done only upon a healed, sterile surface, follow- 
ing complete excision of the scar and its base. 
One should always be prepared to fill in a defect 
much larger than at first appears to exist. Merely 
cutting a band of scar and then forcing the joint 
or tissues back in their normal position will pre- 
sent a truly astonishing need for skin to restore 
normal function. Application elsewhere, unless 
firm pressure and immobilization can be applied, 
is hazardous, and [I do not believe that the risk 
of failure warrants their use, except in carefully 
selected cases or where other methods are not 
indicated or possible. 

One exception to the above indications for their 
use is in eyelid surgery. Here Wheeler of New 
York has brilliantly pioneered the way by success- 
fully applying whole thickness grafts obtained 
from the opposite lid. 

Recently, Padgett ® of Kansas City and Blair 
of St. Louis have applied the same to contractures 
about the neck. It is extremely difficult to main- 
tain constant and equal pressure and immobili- 
zation in this area and I would emphasize again 
that such cases must be carefully selected and the 
surgeon should be quite guarded in his prognosis. 

One often wishes that this plan were open to 
more universal use since excellent functional and 
cosmetic results may be obtained; likewise, the 
time involved (usually three weeks) is much 
shorter than where flaps or pedicles are employed. 


TUNNEL GRAFTS 


Whole thickness skin by tunnel graft’ method, 
according to the authors * 


may be used under cica- 
y 
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tricial contractions and, if properly placed, will 
break the continuity of the restraining band and 
correct the contracture. I have used them on the 
back of rather badly burned fingers with fair suc- 
cess, but believe in these cases a pedicle flap fol- 
lowing syndactylizing the fingers, after the method 
of Bettman,’ to be the procedure of choice. They 
are, however, of great value in chronic leg ulcers 
or abrasions which, because of poor circulation, 
fail to heal. I have used them here with great 
success and, curiously, although they are on a scar 
tissue base, they thrive and take on a very healthy 
pink color. 

In this treatment of ulcers, one should use care 
to rule out the possible presence of an existing 
lues even in the presence of a negative Wasser- 
mann, anemia, a high blood sugar with a normal 
urine, or arteriosclerosis. Dr. N. J. Kilbourne ’° 
has shown in a recently published paper the care 
necessary in the diagnosis and the treatment of 
these troublesome cases. His conclusions  strik- 
ingly illustrate the small place surgery plays in 
their treatment. 

The lack of size and method of application make 
this type a temporizing plan, which relieves but 
never entirely corrects the existing on 
However, if a cicatricial band is anticipated, < 
tunnel graft may be early employed to lessen the 
deformity until more radical treatment is possible. 


SIEVE GRAFTING 


Sieve grafting, wherein a large whole thickness 
graft is obtained, leaving behind islands of at- 
tached skin for future regeneration, is of value in 
that the donor area need not be grafted. There is 
contracture present, of course, due to the neces- 
sary epithelization of the holes made in the graft 
when the islands are left. This epithelization may 
be keloidal in type and, if such should be the case, 
much of the value of this procedure is lost due 
to the lack of elasticity. The cosmetic result is 
not always good, but it does permit the application 
of large full thickness skin grafts in many regions 
where recourse to a flap or pedicle would have to 
be otherwise employed. This method has been 
used on open wounds following excision of granu- 





Fig. 4.—A whole thickness graft applied for the correc- 
tion of a contracted little finger. This case is shown be- 
cause it clearly demonstrates the lack of growth and 
development of the little finger during the interval since 
the injury and its repair, a period of over three years. 
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lations, but I am dubious about this procedure as 
a routine treatment. 


FLAPS 


It often happens that check-rein or contracting 
bands of scar situated in the axilla, neck, cubital, 
or popliteal spaces may be corrected by the Z or 
reversed Z plan, or even by the simpler V to Y 
procedure. Staige Davis *' traces the development 
of this procedure and illustrates its use in many 
of these troubling conditions, It is his custom to 
mark out the pattern with the long arm of the Z 
on the prominent portion of the band or web with 
the arms so situated so as to avoid, if possible, the 
adjacent scar tissue. As will be noted in Figure 1, 
the original Z was later changed to a reverse Z 
because it was felt that that plan avoided having 
scar in the flaps. He wisely points out that the tips 
of the flaps should be blunt rather than pointed, 
and this is especially true if scar tissue is con- 
tained in the flaps. Secondary incisions with the 
necessary juggling and adjustment of the flaps 
may be necessary due to the uncertain pull of the 
unexcised scar which may often tend to upset the 
original plan. 

We have briefly seen that adherent scars, 
through a fundamental loss of tissue, tend to 
cause stiff, immobile, and often permanently dam- 
aged joints. It is obvious that this condition may 
likewise involve all of the underlying structures. 
In those places where a Thiersch or split skin 
graft will heal a granulating area or correct a 
contracture, it will of course be employed. Often, 
however, because of extensive scarring, lack of 
subcutaneous tissue, and poor blood supply, the 
surgeon finds that the above fails in whole or in 
part. The correction necessary is the addition of 
not only skin but subcutaneous and fat tissue. 
Here an early Thiersch graft to heal the area and 
shorten the convalescence, followed by a flap, 
sliding, or pedicle graft, will often supply the 
requisite tissue. This is true since usually such 
a flap or tube pedicle is constructed to carry skin, 
subcutaneous tissue, fat, and fascia. If it is only 
desired, however, to use skin and fat, the flap 
may be carefully trimmed, using caution to pre- 
serve the blood vessels supplying the overlying 
skin. Likewise, if a tube pedicle is formed and 
it is apparent that sufficient skin will not be avail- 
able, then a “frying pan” extension may be added 
to the distal end of the pedicle to increase the 
amount of skin transported. Later, when the first 
“frying pan” is in place, a second may be made 
at the proximal end of the pedicle. 

1930 Wilshire Boulevard. 
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DISCUSSION 

GeEoRGE WarreEN Pierce, M.D., ann Gerat>p Brown 
O’Connor, M. D., (490 Post Street, San Francisco).— 
Doctor Kiskadden’s interesting paper has given us a 
comprehensive review of the major factors of the 
problem of adherent and cicatricial scars. One of the 
common errors in planning a repair for such scars is 
the underestimation of the amount of tissue destruc- 
tion. Excision of apparently small scars often reveals 
a startling defect and for this reason it is well to have 
more than one plan in readiness for the reconstruc- 
tion. Indeed the surgeon must be ready to select any 
one of the numerous procedures described in this 
paper, the success of the operation depending on the 
sufficiency of his judgment. 

In regard to skin grafts, we still see patients oc- 
casionally where isografts have been tried from vari- 
ous donors. This is a useless and wasteful procedure, 
as the grafts do not take permanently and some of 
the patients show a marked secondary anemia from 
the repeated foreign protein reactions which often 
accompany such grafts. 

Radium or roentgen-ray therapy for adherent scars 
have not proved satisfactory to us because adherent 
scars are the result of destruction not only of the skin 
but also of the fascia and deeper structures. Such 
scars demand a restitution of parts for restoration of 
function and contour, and the mere softening of the 
superficial layers of the scar is not sufficient. Also, 
unless the therapy is carefully controlled, telangec- 
tases and hyperkeratoses result; the latter of which 
may go on to epitheliomata. For this reason large 
scars should be replaced by skin flaps, smaller ones 
perhaps by skin grafts and linear scars treated by 
simple excision. We do favor the use of radium on 
all scars of the face ten days after operation as a pro- 
phylactic against keloid formation or hypertrophic 
scar. 

In using transposed flaps we find that thinner flaps 
do better than those bearing too much fat. There is 
a plexus of blood vessels lying just beneath the skin 
and if the fat is trimmed very carefully to this layer 
the blood supply will be preserved. 

Treatment of adherent scars is a large subject, and 
success in treatment is dependent on careful attention 
to a great number of small details of technique. 


we 


Hucu Jones, M.D. (201 Medical Office Building, 
Los Angeles).—My interest in the author’s paper is 
from the standpoint of an orthopedic surgeon. Too 
often orthopedists are confronted with the late ex- 
treme deformities that might have been prevented by 
adequate and proper early care. I wish to emphasize 
Doctor Kiskadden’s points relating to traction and 
splinting to prevent deformity, and especially the 
means taken for the early preparation of the surface 
for grafting. After rather extreme deformities have 
come about we at times find it necessary to lengthen 
tendons as well as to relieve skin contractures in 
order to correct deformities. 
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Doctor Kiskadden’s mention of the full thickness 
graft for use when subsequent contraction is to be 
avoided as much as possible, prompts me to tell of an 
experience with a large full thickness graft which I 
employed in the popliteal space. A wax model for 
record was made a few weeks after the grafting oper- 
ation, and several years later the patient was again 
seen. At this time another model was made and we 
were surprised to find that the second model showed 
that the full thickness skin graft had enlarged about 
20 per cent. The graft was crossed by numerous striae 
atrophica with an appearance very similar to the striae 
gravidarum. Quite evidently the full thickness graft 
had been stretched by the retraction of surrounding 
scar. 

The subject-matter brought out in a paper on skin 
grafting is ever new, because each case requiring 
plastic relief of a scar deformity is usually a problem 
in itself and must be so attacked. The subject cannot 
be dismissed by generalizations. 


% 


Wut L. Migs, M. D. (822 Pacific Mutual Building, 
Los Angeles).—The author’s recommendation of early 
split skin grafting preparatory to some other type of 
later repair is, I believe, an excellent one. This type 
of graft may be employed with all expectancy of a 
successful take during the early stages of healing when 
any other type of repair might be either impossible 
or inadvisable due to the presence of a low-grade in- 
fection. Too often we are inclined to postpone all 
repair until we are certain that an absolutely clean 
granulating base entirely free from infection is present, 
only to find that serious contracture has resulted, 
making the repair more difficult and prolonging con- 
valescence. Thiersch split skin grafts, when properly 
applied, will survive and give a remarkably high per- 
centage of takes even when planted on a very poor 
or mildly septic soil. An exception to this is the occa- 
sional case of low-grade infection, which is marked 
by the presence of Bacillus pyocyaneus. My experience 
has been that when this organism is present it is use- 
less to attempt any type of graft as failure will invari- 
ably result; the graft melting away completely in a 
flood of green pus. 


INFECTIONS OF THE GENITO-URINARY 
TRACT* 


By Mivey B. Wesson, M. D. 
San Francisco 


Discussion by Thomas W. Bath, M.D., Reno, Nevada; 
Burnett Wright, M.D., Los Angeles; Lloyd Kindall, M.D.., 
Oakland. 


RACTICALLY every member of this society 
is interested in the treatment of diseases of the 
genito-urinary tract, and rarely a day passes but 
what the post brings to him a circular letter extol- 
ling the merits of some drug that will “cure” all 
such infections. It has long been an axiom of 
therapeutics that any disease with numerous sure 
cures is frequently impossible to cure, and urolo- 
gists subscribe whole-heartedly to this dogma. 
Genito-urinary lesions manifest themselves from 
the cradle to the grave. The pediatrician has to 
deal with pyelitis and bed wetting, and the general 
practitioner is annoyed with the “strains” of wild 
youths and the “honeymoon appendicitis” of the 
female adolescent, to say nothing of the women 
who have “colds in the bladder” or “weak kid- 
neys.” And, of course, we are all familiar with 
the old man who has spent the first part of his 
*Read at the twenty-ninth annual meeting of the 


Nevada State Medical Assuciation, Reno, Nevada, Sep- 
tember 23-24, 1932. 


INFECTIONS OF GENITO-URINARY TRACT—WESSON 113 


life making money and the latter part trying to 
make water. The world’s greatest surgeons, in- 
cluding Sir John Hunter and Dr. William S. Hal- 
sted, have been intensely interested in this field, 
and it is for this reason that it has reached its 
present stage of scientific precision. 


DIFFICULTIES MET WITH IN PRACTICE 


With the advances in the refinements of bacteri- 
ology and laboratory technique, we poor prac- 
titioners of medicine are enmeshed in a mass of 
exceptions to the generally accepted rules. Theo- 
retically, urine smears and cultures should always 
agree, but in a study of three thousand routine 
cultures from the urological clinic at Johns Hop- 
kins Hospital, it was found that smears and cul- 
tures agreed in only 64 per cent of the cases. 
Gram-negative bacilli of the proteus and colon 
group with staphylococci present no difficulties to 
the bacteriologist. When in such numbers as to 
show in smears, they are easily cultivated in carbo- 
hydrate broth and agar; streptococci need an en- 
riching medium of blood and serum agar and must 
be transferred to such when seen in smears. As 
was expected, many organisms were found in the 
cultures that did not show in the smears, due to 
their scarcity ; however, in practically 6 per cent of 
the cases organisms were seen in the smears and 
the cultures were negative. 

A number of explanations are possible: (1) The 
organisms were dead from the action of anti- 
septics; (2) artefacts and not organisms were 
seen; (3) organisms seen in epithelial cells are 
usually nonviable; (4) a special medium was 
needed; or (5) the cultures were not properly 
protected from light, cold, and air. A Gram- 
negative, nonsporulating bacillus was found that 
was so sensitive in its oxygen requirements that 
it was killed by exposure to the air in from forty 
to one hour and fifteen minutes. 

In a series of 600 bladder infections they found 
that 351 were infected with colon-group organ- 
isms, and of these 253 were found in pure culture. 
The staphylococci were found in 265 cases and 
122 were in pure cultures, while there were 67 
cases of streptococci, 30 of which were obtained 
in pure cultures. A parallel study of kidney infec- 
tions showed a lower incidence of colon bacilli, but 
a much greater increase in staphylococci and pro- 
teus, B. pyocyaneus and organisms of the para- 
typhoid group. In 203 patients with blood stream 
infections, there were 104 cases of the colon group, 
27 staphylococcus, 18 proteus, etc. The mortality 
for the proteus group was 55 per cent. This is 
rather surprising to those of us who were taught 
in the bacteriology laboratory to look with con- 
tempt upon this organism. 

The difficulty of completely eradicating infec- 
tions of the genito-urinary tract is due to the 
fact that the bacteria have usually penetrated so 
deeply that local treatment, whether of the ure- 
thra, bladder or the kidney pelvis, usually fails 
to reach the depths of the infection. In the use 
of antiseptics we must always remember to keep 
the dilution as low as possible so as to do no tissue 
damage. Oral medication, as a whole, has been 
a failure. Intravenous chemotherapy, protein and 
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Fig. 1.—May 24, 1932. Intravenous neo-iopax (fifteen 
minutes) with catheters plugged. Bilateral polycystic 
kidneys; stone in middle calyx of right kidney; no evi- 


dence of dilatation or destruction of calyces of left 
kidney. 
serum therapy, both specific and nonspecific, and 
shock therapy have been of some help. 
GONORRHEA 
Many cases are cured spontaneously. “wenty 


years ago patients were advised to spend ten days 
in bed on a bland diet and drinking only alkaline 


water, while over two thousand years ago the 
infected ones were ordered to sit in the bed of 
a river below the town, facing upstream. How- 


ever, organisms that invade deep crypts and dis- 
tant organs may remain dormant for years; how 
many, we do not know. Henry G. Bugbee of New 
York City told me that he had a patient who, he 
was sure, had carried the same infection twenty- 
six years, while Edward L. Keyes says that after 
about two years it is up to the man to prove that 
he has not a reinfection. [ have a patient who 
still has his gonorrhea of ten years ago, but it has 
probably been reactivated by transferring it back 
and forth to his wife many times. She has had 
two children during this time and the gynecolo- 
gists were never able to determine the cause of 
her profuse leucorrhoea. He had a periurethral 
duct along the dorsum of the urethra, which | 
destroyed with a cautery, thereby destroying the 
“hibernating” den, : 

[ have cured twenty-one patients of acute gonor- 
rhea with one treatment by using a bladder irri- 
gation (gravity) of 1-2000 acriflavine (Boots) 
(1-1000 acriflavine causes soft strictures, which 
are easily destroyed by a single passage of a 
sound. ) 


Fig. 2.—July 19, 1932. Retrograde 
per cent sodium iodid by gravity). 
size and 


pyelograms (13 
Note increase in 
amount of destruction of both kidneys 


Montague L. Boyd of Atlanta, Georgia, injects 
a similar preparation into the urethra of a recum- 
bent patient, wraps the phallus in pads of cotton, 
and has him remain in that position until he has 
to void, 

Edgar G. Ballenger of Atlanta, injects 
5 per cent argyrol into the urethra and seals the 
meatus with collodion for six or eight hours. He 


Georgia, 


lays great stress on the necessity of using white 
collodion, as the yellow will not hold. 
Injections of zinc sulphate ~ lead acetate 


mixtures, five per cent argyrol, one-half per 
cent protargol, are commonly aad by the 
druggists, while physicians prescribe reargon or 
one-half per cent lunosol (colorless). There is 
probably little difference in the action of the vari- 
ous silver salts, but no patient is going to pay a 
doctor for a prescription, and kee it, which he 
can get free from the dispensing pharmacist. 
Potassium permanganate has been popular since 
the days of Valentine. : is not antiseptic in a 
concentration less than 1-2000, whereas the tissues 
will not tolerate more wis 1-4000. Consequently 
the irrigations have no antiseptic properties, but 


are very valuable as an astringent and to clean 
up pus, while the injections are, of course, value- 
less as gonococcocides. 

Sandalwood oil, oil copaiba, santal midys, 


etc., have no antiseptic value, but tend to prevent 
strangury. They make the urine bland, but gener- 
ally upset the stomach. A tincture of hyoscyamus 
and potassium citrate mixture will accomplish the 
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same result and not unduly disturb the digestive 
tract. 

Hugh H. Young uses a combination of local 
treatment and intravenous therapy in all cases of 
gonorrhea, even when the infection is only a few 
hours old. Intravenous therapy has no effect on 
organisms in the urethra, the lumen of which is 
not reached by the blood stream. The vaccines 
have no specific value, but act merely as a form 
of protein therapy, and typhoid vaccine is more 
widely used than is the gonococcus vaccine. For 
intravenous therapy he advocates 13 to 20 cubic 
centimeters of one per cent mercurochrome, or 
small doses of neosalvarsan, and reports that fifty- 
five per cent of his cases of acute and chronic 
gonorrhea are sterilized after one or more intra- 
venous injections. 

In his gonorrheal arthritis series of twenty-four 
cases, there was quick amelioration of the joint 
condition in all cases and the complete cure of 
the gonorrhea and its complications in fifteen 
cases, 

INFECTIONS OF URINARY TRACT DUE TO 
BACTERIA OTHER THAN GONOCOCCUS 
OR TUBERCLE BACILLUS 


All other infections in the urethra, bladder and 
pelvis of kidney, acute in character, are easily 
disposed of by simple antiseptic irrigations or 
injections, provided all obstructions to free drain- 
age are removed. Many such infections are self- 
limiting, or autosterilizing. This is not true when 
infection is in the prostate, seminal vesicles and 
renal cortex, or medulla. Internal urinary anti- 
septics such as methenamine or niazo may be help- 
ful. (1 have obtained no results from pyridium, 
serenium, acriflavine, or caprocol.) Occasionally, 
salting out colon bacilli, 7. ¢., alternating the re- 
action of the urine between acid and alkali, is of 
value, provided the hydrogen ion concentration, 
when acid, ranges from 4.6 to 5, and when alka- 
line varies from 9.2 to 9.6. At these levels there 
is an inhibition of colon bacilli growth whose 
maximum development takes place at p" 6 to 7. 
At the Mayo Clinic they accomplish this by means 
of the ketogenic diet, for with its increase in fats 
and decrease in carbohydrates the hydrogen ion 
concentration theoretic: uly quickly drops below 5. 
and a state of ketosis ensues. | have two obsti- 
nate cases of pyelitis, or pyelonephritis, in the 
hospital on this diet at the present time. One 
patient has been taking it six weeks and the other 
three weeks, and the ‘colon bacilli seem to enjoy 
the diet, but the subjects are > objecting. mm &. 
Bumpus, Jr., in a personal communication, says 
that they do not hospitalize their patients, and 
that they keep them on the diet only one week. 

Intravenous and chemotherapy are of value in 
some of these cases. Neosalvarsan is considered 
by many to be almost a specific for a coccus in- 
fection, while 10 to 20 cubic centimeters of one 
per cent mercurochrome sometimes act the same 
way with a bacillary infection; acriflavine has 
given good results in the hands of some, and 
preparations of hexamethylenamine are popular. 
Salihexin (A. D. R.) is widely used, and two 
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Fig. 3.—Combination pyelograms made by injecting neo- 
skiodan intravenously and 13% per cent sodium iodid by 
gravity through the catheters. 


years ago the Mayo Clinic was interested in the 
use of cylotropin (Schering), which consisted of 
hexamethylene-tetramin grains xxx, sodium salicy- 
late grains xii, and caffein sodium salicylate grains 
ili, in aqueous solution. 

Bacteriophage is theoretically a perfect cure-all, 
as it acts in three ways: (1) specific, (2) vaccine 
effect, and (3) nonspecific, or foreign protein 
action. It is a transmissible bacterial lysin which 
regenerates at the expense of the living growing 
bacteria, which it dissolves; or, stated another 
Way, it is a parasitic virus, a definite entity, that 
grows only in the presence of a particular strain 
of germs, which it destroys Ae dissolving. The 
commercial “phage” is of questionable value be- 
cause of the large number of strains of bacteria 
and the improbability of the proper parasitic virus 
for your particular germ being present in the pro- 
prietary package. Dr. E. W. Schultz, professor 
of bacteriology at Stanford University, prepares 
the material used in San Francisco, and he told 
me yesterday that he would do it for yon, pro- 

vided you send him pure cultures of the organ- 
isms by air mail. But you must send him reports 
of your results each time; otherwise you get no 
more “phage,” for he wants to determine the clini- 
cal value of bacteriophage. (Incidentally, the cost 
is ten cents per cubic centimeter. ) 

I have not had any startling cures, but I con- 
tinue to use bacteriophage on every obstinate case 
of pyelitis, and probably the reason why I do not 
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Fig. 4.—Kidneys at autopsy. 
grams and measured 22x 9x 10 centimeters, while right 


Left kidney weighed 1,025 


kidney weighed 950 grams and 


measured 
centimeters. 
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get the “cures” reported by others is, that I always 
wash out my patients a few times with one per 
cent silver nitrate, 1-10,000 merthiolate, or one 
per cent mercurochrome, and the drugs or the me- 
chanical passing of the catheters cures all of my 
easy cases, so I do not use bacteriophage on them. 

My technique for bacteriophage is to inject 
about 10 cubic centimeters in each kidney pelvis 
and about 40 cubic centimeters in the empty blad- 
der and keep the patient quiet in bed for forty- 
eight hours with the foot elevated ten inches, If 
the patient is very sick I leave in the ureteral 
catheters and inject 5 cubic centimeters of “phage” 
every four hours for ten doses. Every second 
day I give 1 cubic centimeter intradermally or 
subcutaneously, for the immunizing action. The 
intravenous injections of 0.1 cubic centimeter in 
10 cubic centimeters saline I stopped, because 
temperatures of 106 degrees annoy me. The re- 
actions were thought to be due to the proteose 
media carried over, and Doctor Schultz is trying 
a new media. If he can make a preparation so 
that 50 cubic centimeters of “phage” can be safely 
injected into the vein, then the blood can carry 
the parasitic virus to every part of the kidney and 
we will get results. In one patient I instilled 200 
cubic centimeters of “phage” in the rectum and 
the blood that was collected one hour later, when 
diluted one hundred times, induced lysis in cul- 
tures, but probably not in an effective concentra- 
tion, therapeutically speaking. 

I want to report in detail one case of so-called 
pyelitis—treally pyelonephritis and pyonephrosis— 
that demonstrates how little we know about treat- 
ing such an infection. 


REPORT OF CASE 


F. G., female, twenty-nine, married. This patient 
was apparently in perfect health when she consulted 
an eminent gynecologist to see why she had not been 
pregnant although married for four years. On March 1, 
1932, she had an appendectomy and _ hysterectomy. 
She entered the hospital with an uninfected urine, and 


Fig. 5.—Right kidney. The stone lies in the tip 
of the middle calyx. The nephrotomy drainage in- 
cision entered the pelves through a large cyst in 
the middle. The myriads of cysts of both kidneys 
were essentially alike. 


four days later her urine was filled with pus. During 
the interim she was catheterized four times. At the 
end of ten days she was discharged from the hospital, 
but her surgeon continued to treat her bladder with 
argyrol injections twice a week and gave her urotropin 
by mouth. 

I first saw her on May 21, 1932. She complained 
of pains in the right side, occasional twinges in the 
left, had a normal temperature in the morning, and 
an afternoon elevation of 101 degrees. The surgeon 
said that at the time of the operation her kidneys were 
normal in size and there had been very little enlarge- 
ment up to the time I saw her. 

On May 22 I cystoscoped her. Both kidneys were 
enlarged and infected, and there was a normal func- 
tion on the left and a reduced one on the right. There 
was a small stone in the right middle calyx and con- 
siderable destruction of the upper calyx (Fig. 1). 
Niazo tablets by mouth were prescribed. The cys- 
toscopy stirred up her infection, and her afternoon 
temperatures were about 104 degrees. Four days later 
retention “gold catheters” were put in her kidneys, 
and these were irrigated every two to four hours with 
various dilute antiseptics—l per cent mercurochrome, 
1-10,000 merthiolate, 1 per cent silver nitrate and boric 
acid. On May 27 I injected, intravenously, .6 gram 
neosalvarsan and the next day her temperature rose 
to 105 degrees. On May 30 I injected, intravenously, 
10 cubic centimeters of 1 per cent mercurochrome with 
no reaction, and two days later the maximum tempera- 
ture was 98.6 degrees. On June 2 her temperature was 
101.6 degrees, and so I gave 15 cubic centimeters of 
1 per cent mercurochrome and one hour later she had 
projectile vomiting, but the temperature went down 
so that three days later the maximum elevation was 
0.3 degrees. 

It looked as if I was about through, so on June 10 
I started bacteriophage to finish the case. All other 
medication was stopped, daily the kidneys were lav- 
aged with the “phage,” and she was given immunizing 
doses subcutaneously. On the third day her tempera- 
ture was 105 degrees. Bacteriophage (one-tenth cubic 
centimeter in one cubic centimeter salt solution) was 
injected intravenously and she had a proteose re- 
action, with evidences of circulatory failure, which was 
controlled by hypodermic injections of adrenalin. Two 
days later: her temperature was normal. 

The temperature remained practically normal, but 
the patient became more anemic and the kidneys in- 
creased (Fig. 2) in size until they extended from the 
diaphragm to below the brim of the pelvis, in spite of 
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Fig. 6.—Left kidney. Note the large cyst, 7 centimeters 
in diameter at lower pole, and numerous other cysts scat- 
tered throughout both cortex and medulla of sizes vary- 


ing from 2 to 5 centimeters. Some were filled with clear 
jelly-like material, while the contents of others were white 
and opaque, 


the daily lavages with bacteriophage. Intravenous neo- 
skiodan gave very poor pictures, even though films 
were made up to one hour and fifteen minutes, demon- 
strating that there was very little function. 

In July 11 the temperature rose to 103.5 degrees 
so I tried 12 cubic centimeters of one per cent mer- 
curochrome intravenously, and there was no reaction. 
On July 14 the temperature was normal, the red blood 
count was 4,500,000, and the hemoglobin 40 per cent. 
Shortly thereafter a foul slough began to pass from 
the bladder. She was transfused six times within the 
next month, and when she was not able to take 3,000 
cubic centimeters of water per day by mouth, it was 
given subcutaneously. Blood cultures were normal 
throughout and urine cultures showed colon at all 
times, and at one time there was streptococcus. 

On July 26 a projecting hard lump appeared on the 
right side which extended across to the umbilicus. 
The interns and nurses maintained that this decreased 
in size with colon irrigations. A picture showed in- 
creased destruction of the upper calyx (Fig. 3). Since 
perinephritic abscess was still a possibility in the minds 
of some of the consultants, it was decided to expose 
the kidney and do a nephrotomy, leaving in a large 
rubber tube. A characteristic polycystic kidney was 
found with many purulent cysts that were punctured. 

Five days later her nonprotein nitrogen was 74 milli- 
grams and the creatinin 2 milligrams. After forty- 
eight hours of coma, she expired August 9, 1932, and 
the kidneys were removed through the operative in- 
cision. The right weighed 925 grams and the left, 
1,050 grams (Vigs. 4, 5, and 6). 


COMMENT 


Considering the fact that the surgeon reported 
her kidneys normal in size at the time of oper- 
ation five months before, and my various pictures 
showed that they gradually increased in size, there 
was a possibility that they were due to cystic dila- 
tation from inflammatory reaction and were not 
true congenital polycystic kidneys. Microscopic 
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sections showed that all cysts, irrespective of size, 
were lined with a single layer of epithelial cells, 
and every transition in cyst size and in degrees of 
epithelial flattening could be found. Hence, the 
origin of the cysts from nondischarging, dilating 
tubules was obvious. 


The theory of congenital origin assumes a de- 
velopmental failure in fusion of the renal and 
pelvic portions of the kidney units or the pro- 
duction of an excess number of the renal elements. 
Such cases develop in the first year of life, and 
in many instances are associated with accompany- 
ing cysts of the liver or pancreas or with other 
developmental defects and anomalies. My patient 
showed no congenital anomalies or other cysts. 
Also, cases in which cyst formation represents the 
outstanding kidney pathology, and with little or 
no associated infective or inflammatory change, 
belong in this group. 


The other theory, and the logical one in this 
case, is that the blocking of the tubules and con- 
sequent cystic dilatation is secondary to the intense 
inflammatory reaction, edema, and plugging of the 
larger tubules by the pus cells. Following her 
pelvic operation, there was undoubtedly an acute 
flare-up of this preéxistent kidney infection, with 
resultant inflammatory plugging and compression 
blocking of the tubules, and eventually the for- 
mation of dilated tubule cysts and consequent 
enlargement of the kidneys. 

Every form of therapy was tried except re- 
ducing the hydrogen ion concentration by means 
of a ketogenic diet, and this is not a practical diet 
for a very sick patient. We have no specific 
therapy for pyelonephritis or other severe genito- 
urinary infections. 

490 Post Street. 

DISCUSSION 


Tuomas W. Bath, M. D. (Reno, Nevada).—It is cer- 
tainly refreshing to hear Doctor Wesson say in the 
concluding sentence of his first paragraph that “any 
disease with numerous sure cures is frequently im- 
possible to cure.” The general practitioner follows in 
the line of the specialist with reference to the adver- 
tised remedies that are blazoned before the medical 
public extolling their curative virtues, especially in 
specific diseases of the genito-urinary tract; and the 
physician who follows up his cases, and after having 
tried to cure with them, feels disgusted. For in spite 
of his most ardent endeavors the patient, shortly after 
his discharge as cured, frequently returns to his phy- 
sician with the same old complaint. 

We might well endorse the statement of Ricord, 
who in 1838 published his results after he had inocu- 
lated more than twenty-five hundred human beings to 
determine the difference between syphilis and gonor- 
rhea. The dictum promulgated by Ricord, that “Man 
knew when it (gonorrhea) begun, but God only knew 
when it ended,” is a scientific observation made a cen- 
tury ago with which the modern urologist and general 
practitioner will heartily concur. 

Many physicians, in examining either men or women, 
if they fail at first in finding the specific coccus, dis- 
miss the patient with a single examination and often- 
times with a certificate certifying “That upon careful 
examination they have failed to find that Mr. or 
Madam X was afflicted with the gonorrhea.” Certainly 
a foolish statement! After they have had years of 
experience endeavoring to chase the festive gono- 
coccus from its hidden recesses in the racemose glands 
of the urethra or the cervix or other places capable of 
hiding away the illusive germ, they will eventually 
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learn that clinical symptoms of discharge of white and 
glairy mucus from either man or woman should arouse 
suspicion that the individual, until further proved to 
the contrary, is suffering from gonorrhea. 

Cross infection between man and woman will result 
in disaster more often to the woman unless extreme 
radical measures are taken. A large per cent of the 
operative cases on women of the child-bearing age are 
a direct result of venereal infections. Swollen ovaries, 
pus tubes, inflamed cervices, inflamed Skeen’s glands, 
inflamed Naboth’s glands, intermenstrual bleeding, 
ectopic pregnancies—all are characteristic of the old 
and still very applicable term, “pelvic cellulitis.” Such 
is the picture that the clinician sees, and a radical 
operation done on the woman for cure frequently 
results in sterilization. The willingness of the modern 
male to offer up the woman on the sacrificial altar of 
science is exactly in keeping with the ancients, who 
used woman as a sacrifice to their deity. When all the 
sources of infections are destroyed, there is a possi- 
bility that the woman will regain her health, but at 
the expense of her fecundity. The woman pays. The 
man possibly will survive. 

Until some really curative medication is found I 
think Doctor Wesson’'s allusion to the ancients who 
sat in the warm waters of the stream seeking purifica- 
tion is about as good a treatment as any. However, 
we will continue to try, trusting to find the sesame 
which will be the fruition of our hope and endeavor. 


Burnett Waicut, M.D. (727 West Seventh Street, 
Los Angeles) —Doctor Wesson’s paper has touched 
on many phases of the broad subject of urinary tract 
infections. He frankly admits the disappointment that 
is common to all who are seeking for the drug or the 
method that will be universally successful in steriliz- 
ing an infected urinary tract. 

It is unlikely that any agent will be found that can 
be taken by mouth and excreted in the urine in such 
concentration as to cause complete sterilization when 
definite obstruction to free drainage is present. If 
stagnation of urine and remote foci of infection could 
be excluded, the treatment of nongonorrheal and non- 
tuberculous urinary tract infections would require 
little consideration, We believe urinary obstruction 
to be the most important single factor in the produc- 
tion and maintenance of urinary infections of the type 
under discussion. Often it is no more than a narrow- 
ing of the lumen of the urethra or ureter (too small 
at best) by a transient edema that responds readily 
to dilatation and irrigations or subsides spontaneously 
and a cure is effected. Many such cases are unrecog- 
nized and are self-limited or autosterilizing, as Doctor 
Wesson says. When a definite and lasting obstruction 
is present, its recognition and removal by appropriate 
means is of first importance. When this has been 
accomplished, a careful search for remote foci of in- 
fection should be made and every effort put forth to 
eradicate them. By cleaning out these nests of bac- 
teria the treatment directed toward sterilizing the 
urinary tract benefits (a) by a reduction in the num- 
ber of organisms carried to the kidneys in the blood 
stream; (b) from a raising of the natural immunity by 
reducing the volume of infection; and (c) in a general 
improvement in health. 

Obstructions in the upper urinary tract, especially 
when unilateral, may exist for a long time without 
symptoms, until infection occurs. Many are now being 
found by intravenous urography, and a great deal can 
be done in the way of preventing future urinary tract 
infections if they are corrected. This applies espe- 
cially to children. 

Lioyp Kinpatt, M. D. (400 Twenty-ninth Street, 
Oakland).—Doctor Wesson’s case report illustrates 
the type of infection we get occasionally that is dis- 
couraging because the various recognized methods of 
treatment fail. 

The patient’s bladder was infected with colon bacil- 
lus when a catheter was passed into the bladder. This 
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was followed by daily elevations of temperature. Upon 
urologic investigation two and a half months later, 
both kidneys were found to be enlarged, a calculus 
in the right middle calyx, and destruction of the right 
upper calyx. What a marked pathologic change in so 
short a period of time! And remember, these changes 
progressed without trauma from ureteral catheters or 
pressure from sodium iodid solution. The kidneys con- 
tinued to enlarge, several standard treatments were 
given, and the patient died five months after the begin- 
ning of the infection, the kidney being greatly enlarged 
from infection and cysts. 

I feel that this patient would have died irrespective 
of any treatment given. Our first principle in the 
treatment of pyelonephritis is correcting stasis any 
place along the urinary tract. This patient had stasis 
in the kidney parenchyma because of the rapid in- 
crease in the size of the cysts; possibly the paren- 
chymal infection stimulated the cysts to activity. 

Doctor Wesson states that we have no specific treat- 
ment for pyelonephritis, which is true. Many patients 
get well by correcting stasis, forcing fluids, rest, and 
changing the reaction of the urine. The more per- 
sistent cases are frequently improved or cured by 
pelvis lavage and intravenous medication. Bacterio- 
phage therapy helps to cure many of these infections. 
Stock “phages” sold by commercial houses remind me 
of the old “gunshot” prescription, hoping that one of 
the ingredients will cure the disease. Bacteriophage 
should be made from the patient's own culture and 
should not contain antiseptic preservatives of such 
strength as will interfere with the effectiveness of 
the product. From statistics collected by Dr. E. W. 
Schultz of Stanford University in the treatment of 
pyelonephritis by phage therapy there were 87 per cent 
cures in the acute cases, while in the chronic cases 
there were 28 per cent cures and 50 per cent of cases 
improved, These figures give us encouragement in 
the future possibilities of phage. To make the auto- 
lysed phage effective it must come in contact with the 
organisms, hence the large percentage of cures in the 
acute cases. In the chronic cases, phage injected into 
the pelvis does not come in contact with the organ- 
isms that have penetrated deeply into the tissues of 
the pelvis and parenchyma, but phage injection sub- 
cutaneously helps to develop immunity by the dis- 
solved bacterial proteins. Intravenous phage therapy 
would be ideal if it could be given in large or con- 
centrated doses without reaction, This reaction, even 
in small doses, is sometimes severe, but we must re- 
member that some patients are sensitive to most any 
type of intravenous therapy. The phage itself is harm- 
less, but the associated proteins and salts may on 
occasion give reaction. Work is being done at the 
present time in purifying phage solutions for intra- 
venous therapy. Doctor Schultz told me that, to date, 
investigators in the field of bacteriophage had barely 
scratched the surface and it is hoped that funds will 


be available for these scientists to continue their 
investigations. 
Doctor Wesson (Closing).— There is no _ specific 


therapy for pyogenic infections of the genito-urinary 
tract. In the treatment of these diseases the physician 
must keep constantly in mind the axiom that a good 
doctor is one who does his patients no harm. Further- 
more, if there is a “quick cure” we must not neglect 
to give part of the credit to Madam Nature and part 
to the patient’s ancestors, who endowed him with a 
resistant constitution. 


For control of the severe infections, our hope lies 
in the development of bacteriophage therapy. This 
will require a combination of a scientific bacteriolo- 
gist with vision (like Doctor Schultz) and a skeptical 
clinician with a large charity service of genito-urinary 
infections; and so far no study by such a team has 
been made. The average bacteriophage statistics are 
no more dependable than are those concerning the 
various dyes given by mouth that apparently “cure” 
everybody’s patients but mine. 
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HAPTER V. Observations by the Italians — 

Up till this time we have discussed the re- 
sults our own research has afforded. There now 
follows what other people in other countries have 
discovered in their investigations. 

In this work, which started not long ago, let 
us commence with the Italians, first at Bologna, 
then the tetrad of anatomical letters of Paris, 
the latter two of which were written by Carolus 
Fracassatus, an anatomist of Pisa. In them he 
recounts four experiments he made to establish 
the new art; these are retold in the Journal de 
S¢avans, or Scholars’ Journal, published at Paris, 
for the month of August of the past year. 

First Fracassatus tells how, after he had in- 
jected some common aqua fortis, a little weakened, 
into the jugular and also the crural vein of an 
animal, it died instantly. On dissecting the car- 
cass, he observed that the blood was all coagu- 
lated, but more in the vessels than about the intes- 
tines. He noticed also that the larger vessels were 
split, just as, in those who die of apoplexy, the 
vessels of the lungs are generally found to be 
ruptured, Certainly we must conclude from this 
that whenever apoplexy is caused by coagulation 
of blood it can be cured by a suitable injection of 
a drug which produces dissolution. 

Then he injected spiritus vitrioli in another ani- 
mal, and this caused a slower death than the pre- 
ceding liquid. The animal moaned all day, and 
foamed at the mouth as epileptics do, breathing 
quickly and heaving his chest. Nevertheless, when 
he died it was seen that the blood stream had 
congealed in his veins, but it was separated in 
little heaps, like soot in a furnace. 

Next he injected spiritus sulphuris in the veins 
of a dog with a syringe; but even after several in- 
jections, the animal did not die. Therefore, after 
the wound was bandaged, he was set free in order 
to see what he would do. He immediately ran 
about, examined all the corners of the room, and, 
finding some bones, began to gnaw at them very 
greedily, as if the liquid had aroused his appetite. 

Oleum tartari was injected in another dog. 
After repeated moaning he swelled up all over 
and died. When a dissection was made, it was dis- 
covered with amazement that his blood was not 
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at all congealed, but on the contrary was more 
fluid and redder than usual. So it was clear that 
death can be caused as much by excessive fluidity 
of blood as by its coagulation. 

Chapter VI. Observations by the English— 
This science of simple infusion was more widely 
extended by the English, and a method sought by 
which blood could be transfused from one living 
being to another. Many observations of this sort 
can be read in the volume on the subject which the 
Royal Society, or Experimental College, at Lon- 
don is preparing now about the present argument. 

Then, too, one may find in the English Journal 
the experiment of C. Dn. D. Lower, which he 
made at Oxford and of which he told in letters 
to Lord Boyle. In this is disclosed the method 
which he used in transfusion, through tubes made 
of quills, from the carotid of one dog to the jugu- 
lar vein of another. It seems that the Excellent 
Dn. Dionysius, professor of philosophy and mathe- 
matics at the University of Paris, copied this 
method ; but in copying it he improved it in sev- 
eral ways. Therefore in place of the former we 
shall substitute here the more recent experiment 
which Dn. Dionysius made on two dogs at Paris, 
and which he recounted almost as follows in the 
French Scholars’ Journal for the current year, 
edited by M. Martius: 

One dog was a male, the other a female. The 
female was full of strength and a little larger 
than the male; for she was twelve thumbs tall, 
while the male was only ten. Since we wished to 
preserve the life of each, we were unwilling to 
attempt the dangerous dissection of the carotid. 
Therefore we exposed the crural artery of the 
female, which, since it is farther from the brain 
and runs less deeply, may be dissected more safely. 
In the male, after cutting open the skin, we ex- 
posed the jugular vein. 

Then two ligatures, about an inch apart, were 
applied to the artery. The lower of these had a 
knot drawn tight or firm; the higher, or the one 
nearer the heart, had a knot that was loose and 
could be easily undone. Between these two liga- 
tures we introduced a very fine copper tube, a 
thumb long, and curved at one end, so that the 
curve was toward the heart; this was to receive 
the blood when the loose knot was untied. This 
curved end had a narrow rim around it, so that 
no*thread which was fastened to it could slip off. 

In the same way we attached two ligatures to 
the vein of the other dog; the distance between 
these was the same as in the first case, and each 
had a loose knot. Between these we inserted two 
tubes like that we used on the female, in such a 
way that the curve of one was turned toward the 
heart so that it could carry off the blood when its 
knot was loosened. The curve of the other was 
turned toward the head so that, when its knot was 
loosened, it would receive the blood which slipped 
down and empty it in a basin. 

In the female, then, the artery was firmly bound 
to the head of its tube, and in the male, too, the 
vein was held fast by the two ends of the inserted 
tubes. Then, placing the dogs in such a position 
that the female’s leg lay opposite the male’s neck, 
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we inserted the first tube, which had been fastened 
to the artery, into the second, which had been in- 
serted in the vein, curved toward the heart. After 
the three loose knots were undone, we saw not 
only that blood was transmitted from the crural 
artery of the female into the jugular vein of the 
male, but meanwhile that nearly as much blood as 
he received from the female flowed from the male 
into the basin placed under the third tube. 

On this account I became more convinced that 
blood did indeed pass from the artery of the 
female into the vein of the male, and that it did 
not coagulate in the small intervening space, which 
was about three fingers long. For this reason I 
immediately ordered the first tube to be discon- 
nected from the second. Nevertheless, we dis- 
covered that the blood which was disposed of in 
this manner, as if it were to remain in the pipe, 
both moved and was decidedly warm. Besides, its 
flow was very easily perceived by placing a finger 
below the ligature on the vein of the male, for 
an unusual warmth and swelling were felt there. 
There was no sign of this, however, when I 
pressed the female’s artery with my finger, for, 
being impeded in this way, just that much less 
blood entered the connecting tube. 

It should be mentioned here, in order to make 
it clearer, that a pipe made of a medium-sized quill 
(as depicted in Fig. III, letter 0) is inserted be- 
tween the first and second tubes. This is done 
(1) so that, because of the transparency of the 
quill, one can see more quickly if the blood is 
flowing properly. (2) If the tubes are too short 
they can be connected by adding one or more 
quills, as necessary. 

During the operation I noticed that the third 
tube, which was attached to the jugular of the 
male, discharged far more blood than it ordinarily 
would have done. Without a doubt the reason was 
that it received through the second tube the arte- 
rial blood, which, entering the veins in a compact 
body in the middle of the circulating blood, neces- 
sarily emitted the same amount. 

After nine ounces of blood had flowed from the 
male through the third tube into the basin, the 
female, which had lost the same amount, began 
to grow weak, as if she were exhausted. On this 
account we immediately stopped work and bound 
the loose knot deeply into her artery. At the same 
time we inserted two strong ligatures into the 
male’s jugular vein in place of the two loose knots. 
And so, freeing the dogs from their bonds, we 
let them go. 

The female, which had given the blood, was 
quite weak, and had only enough strength to go 
off in a corner of the room and stretch herself 
out on her uninjured side. On the contrary, the 
male, which had received new blood, seemed 
strong ; indeed, when his feet were untied he tried 
very hard to shake off a halter which had been 
placed on him to prevent his barking. 

A few days later this same Dn. Dionysius made 
another experiment, transmitting from this same 
male dog the blood which he had recently received 
from the female into a third dog; this was done 
very successfully. In the same way, he undertook 
to transfuse the blood of a young, healthy dog into 
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Fig. 5.—Ilustration from Elsholtz’ Clysmatica (1667). 
showing how blood may be transfused from one animal 
to another. (From a copy in the University of California 
Medical School Library.) 


Explanation of the letters in Figure III, in which trans- 
fusion of blood from one animal to another is shown: 
aa, crural artery, exposed in dog; b, tight ligature; 
c, loose ligature, or with loop; d, first silver tube, inserted 
in opened artery; e, ligature binding artery about tube; 
ff, jugular vein, exposed in other dog; g, lower loose liga- 
ture; h, upper loose ligature; i, second silver tube, with 
its tight ligature; k, third silver tube, with its tight liga- 
ture; l, basin to receive blood; m, curved needle, threaded ; 
n, form of silver tube with rim, for use with animals; 
o, pipe of medium-sized goose quill, inserted between first 
and second tubes. 


Note.—Tube m is shown in adequate size; tubes d, i, 
and k are proportionately smaller. 


an old mangy one. To repeat all of these experi- 
ments here would take too long and would be 
superfluous. Moreover, the accompanying illus- 
tration shows the operation itself. 

Chapter VII. Observations by the French— 
The French progressed even further ; they brought 
blood transfusion from animals to man himself 
by injecting the blood of a lamb into the veins 
of a human forearm. The accompanying illus- 
tration (Fig. IV) shows an example of this. 
Dionysius has related in a letter two investigations 
made at Paris. The argument of his letter is also 
given in the French Journal of the past year, 
edited by M. Junius, almost as follows: 

In short, this transfusion of blood, which some 
believe impossible, which very many consider most 
dangerous, and the majority think useless, is an 
actual fact and has been employed on two men. 
What is more, the first experiment cured a man 
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suffering from quite a serious disease. Because 
of the briefness of this study, I shall not repeat 
here all the things which can be said against this 
operation and, indeed, have been said by so many. 
Let it suffice to mention the primary arguments 
for the usefulness of this work. 

First, this new art of blood transfusion must 
be considered as nothing else than an imitation 
of nature, since, to nourish the foetus in the womb, 
she employs a continuous transfusion of blood 
from the mother to the tiny embryon, through 
the umbilical vein. 

Second, to have a transfusion is nothing else 
than to be nourished in a way much more intrinsic 
than usual; that is, to inject in the veins blood 
which is already prepared, in place of food which 
is turned into blood only after many changes. Be- 
sides, this easy method of nourishment is seen to 
be preferable to the other; because food which is 
taken through the mouth, since it is compelled to 
pass through many parts of the body, some of 
them poorly arranged, can become infected by bad 
properties before it enters the veins. Therefore 
it is liable to various changes which could un- 
doubtedly be avoided if prepared blood were intro- 
duced directly into the veins. 

Moreover this operation reconciles disagreeing 
doctors, those who approve of opening the veins, 
and those who disapprove of it; the latter, be- 
cause the operation lets out impure blood, and the 
former, because the strength of the patient is not 
diminished, 

Finally, reason itself maintains that those who 
are weak from intemperateness of disease and 
from impurity of blood are necessarily cured by 
infusion of pure and very temperate blood. 

But surely it can be seen that it is a barbarous 
act to save the life of one man by using the blood 
of another; that is, to prolong the life of the 
former, and cut short that of the latter. The reply 
to this is manifest; obviously there is no need of 
human blood to save a man. The blood of animals 
is suitable for this purpose; rather, is preferable. 

Certainly men, since their minds are perturbed 
by varied emotions and since they too little observe 
right rules of eating, must have blood far more 
impure than that of animals, which clearly are 
not liable to these mistakes. Therefore the blood 
in animals’ veins must always be pure; but in the 
veins of even exceptionally healthy men, blood is 
scarcely ever found without some taint or sign of 
corruption. This is true even of infants, because 
they, too, since they are fed by maternal blood 
and milk, suck in impurities together with their 
nourishment. 

Besides, why is the blood of animals not suit- 
able to human nature? Certainly it is not different 
in quality from milk or flesh, by which men are 
generally nourished. Nor is the decree of the 
Apostles in Acts, ch. xv, 29, opposed to it; for it 
must be known that this refers to taking blood 
through the mouth, not to injecting it through the 
veins. 

For indeed, if the Anthropophagi, as writers of 
naval discoveries relate, are subject to many seri- 
ous diseases from which their neighbours, who 
eat the flesh of animals, are free, it follows that 
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as human flesh is less healthful than that of beasts, 
human blood also is less suitable for transfusion. 
Besides, to cure diverse diseases, blood is re- 
quired now warmer or colder, now thicker or 
thinner; just as these different qualities are more 
prevalent in different animals, so their blood will 
be better fitted for transfusion than that of men, 
in whom there is not such a wide diversity. 
There is also this advantage—that, if anyone 
uses the blood of animals for transfusion, he can 
work with greater confidence. Moreover, he can 
prepare the animals beforehand through their 


‘ food, suiting it to his purpose. 


The first work of consequence in these experi- 
ments was undertaken on a youth about fifteen 
years old. He suffered from a stubborn fever, 
and in two months had had his veins opened 
twenty times. Nevertheless, although he was ordi- 
narily of a well disposed nature and very active, 
he became entirely indolent, sleepy, and stupid. 
He nearly lost his memory; his mind grew dull; 
and although he slept ten or eleven hours every 
night, nevertheless he would lie down during the 
day and fall asleep, no matter whether he was eat- 
ing or doing anything else which generally pre- 
vents somnolence. 

The doctors judged that this lethargy was 
caused by a little residuary blood, which had been 
made too thick by the heat of the fever, and that 
this thickness could certainly be corrected by an 
infusion of new blood. This remedy being ap- 
proved, a vein in the patient’s forearm was 
opened, and about three ounces of heavy, black 
blood let out; then eight ounces of blood from 
the carotid of a lamb were immediately injected 
through the same opening. 

The patient was well during the operation, ex- 
cept that he said he felt an unusual warmth all 
the way from the opening in the vein to the axil- 
lary; this sensation was undoubtedly caused by 
the heat of the flowing arterial blood. After the 
vein was bound up he immediately felt less slug- 
gish, he no longer fell asleep while eating, he 
gradually became more cheerful, and, shaking off 
his torpor, regained his alertness in the following 
days. 

Moreover, an experiment was made, through 
curiosity rather than necessity, on a carrier, a 
strong, healthy man, forty-five years old. He was 
given a little money, and underwent the transfusion 
in a happy state of mind. 

Since he was plethoric, ten ounces of his blood 
were let out, and then in turn nearly twenty from 
the crural artery of a lamb were injected in him. 
Just as in the other case, he felt the same sort of 
warmth toward his axillary, but suffered very little 
from it. In fact, during the operation itself, he 
did not cease marveling at the extraordinary dis- 
covery of blood transfusion. 

After his wound was bandaged, he was advised 
to spend the rest of the day quietly at home, and 
he promised to do this, But at noon he had a 
chance to make some money, and carried a chair 
as usual, asserting that he had never felt better. 
He also asked, if this work was to be repeated, 
that no one should be called upon for it except 
him. 
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Fig. 6.—Illustration from Elsholtz’ Clysmatica (1667), 
showing how blood may be transfused from animal to 
man, or from one human to another. (From a copy in the 
University of California Medical School Library.) 

explanation of the letters in Figure IV, in which trans- 
fusion of blood from an animal to a man is shown (upper 
half of figure): aa, crural artery exposed in lamb; b, tight 
ligature; c, loose ligature; d, first silver tube, inserted in 
artery; e, ligature holding artery about tube; f, median 
opened; g, other silver tube, inserted in vein; h, stopper 
for tube, made from quill; i, hand of surgeon, compress- 
ing skin; k, form of silver tube without rim, for use with 
man; J, pipe made of quill, inserted in each tube. 

Note.—Tube k is shown in adequate size; but the pro- 
portions of tubes d and g are diminished. 
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Fig. V. Transfusion from one man to another (lower 
half of figure): a, forearm giving blood; b, ligature around 
it; ec, its median opened; d, silver tube inserted, and 
curved toward hand; e, forearm receiving blood; f, its 
median opened: g, silver tube inserted, and curved toward 
heart; h, pipe made of quill to connect tubes. 

Note.—I. The hand of the surgeon compressing the 
skin has been purposely omitted, since it is sufficiently 
clear from Figure IV, letter i. 

Il. The illustrator has shown tubes d and g in small 
size, observing the proportions; the proper size of the 
others is apparent from Figure IV, letter k. 

Ill. Three types of incision with a lancet can be made, 
according to size; that is, small, medium, and large. 
Therefore it should be observed that the medium alone is 
completely suitable to tube k in Figure IV. For the small 
incision would not admit the tube which should be in- 
serted, and the large would waste too much blood. 

IV. If a correct proportion is observed between the in- 
cision and the tube, so that the latter fits exactly into 
the opening, there is scarcely any need of compressing 
the skin; it is sufficient to place a very little cotton 
around the opening. 

V. If, because of a rather large incision, compression 
is necessary, it should be moderate, and done without 
puckering up the skin; otherwise the flow of blood is com- 
pletely checked. 

VI. Of course, for a larger incision, heavier tubes can 
be used; but experience shows that all liquid vibrates 
more strongly and for a longer time through a narrower 
tube. 
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VII. The blood in the forearm of the person giving it 
should not be thick but thin and fluid in nature, because 
when this is so, since it has been subject to friction in 
the warm metal, it can then enter the blood stream more 
fittingly. Once, when the first blood, because of its thick- 
ness, went through the inserted tube poorly, I ordered 
the tube to be withdrawn, and several ounces of the 
heavier blood let out. When this had been done and the 
tube was reinserted, we noticed that the succeeding 
thinner blood passed through it easily. 


VIII. The type of man to give part of his blood to a 
weaker person must be strong, young, and plethoric, and 
have blood which is suitable for vibration. For when 
transfusion takes place between two weak people, or when 
the existing blood is too thick, the operation either will 
not succeed at all or will proceed less fortunately 


Indeed, in the month of October, when this 
present little book was imprinted, a Latin version 
of the French Journal, in two volumes, issued at 
Lipsia (Leipsic) before the last autumn market 
day (nundinas), was brought to us. At the end 
of the second volume, in the forty-second ephem- 
eris, the following observation is related from the 
letters from Paris. 

“Tt is not long ago,” says the author, “that the 
doctors attempted a new experiment on a certain 
noble Swede, whose life was despaired of. Al- 
though he was then half dead because of a fever, 
together with bilious diarrhoea and a weak liver, 
he was restored during a transfusion of blood 
from a calf, so that he could speak again and 
understand words. Nevertheless, two days later, 
since his intestines were decayed and the ileum 
had turned back on itself from top to bottom so 
that it was impossible for him to live, he breathed 
his last. 

“Moreover, under Duke Guisius, the blood of 
two rams was infused in an old horse, which then 
became strong and vigorous.” 
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Chapter VIII. Experiments Made at Borusia. 
At this point I cannot forbear to make most 
honorable mention of Cl. Virus D. Jo. Dan. Major, 
state professor at the Academy of Kiloniens, who, 
in 1664, published a treatise about the present sub- 
ject, entitled “The Labor Involved in Employing 
Surgical Infusion.” In this he expounded his 
ideas learnedly and accurately for posterity, and 
he deserves great praise on this account. For the 
rest we wish to say—with due respect to the 
author—that there are people who consider this 
book merely theoretical, and particularly feel the 
lack in it of experiments made by the writer 
himself. 

For it is clear that arts are not completed by 
theorizing alone. If they were, and if we had 
wished to obtrude on the world our ideas alone, 
without proof, we could have completed our little 
book on this work without difficulty and in the 
ordinary manner in that same year, 1661, in which, 
through the anatomical help mentioned in Chapter 
II, we had both the opportunity and the occasion. 

Moreover, this same D. Dan. Major, in the 
present year, 1667, composed in common right his 
Winter Pleasures, or Three Medical Discoveries, 
in which he tries sedulously to prove that he dis- 
covered this new science at the same time that we 
did, and he reproaches us, in a friendly manner, 
because we made no mention of him in the first 
edition of our Clyster. Surely I am blameless, 
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since he had not done anything in connection with 
his Surgery, when my Observations had long been 
both made and told in letters ; otherwise he would 
never have felt the want of the increasing praise 
of an eminent friend. Besides, I do not see in his 
Pleasures any experiments which I can cite here, 
except those foreign Gedanensian ones, whose his- 
tory Dn. D. J. Mollerus, a Dantiscan doctor, has 
reviewed in letters from Dantisci, dated Febru- 
ary 27, 1666, to a friend in Hamburg. A transla- 
tion of his German words follows: 

Two sick people in our community perceived the 
very great usefulness of this new discovery. The 
first was a soldier, so badly infected by syphilis 
that no cure could free him of this plague. He 
had ulcers on his tibiz, his right forearm was 
swollen and drawn up, and the pain in his head 
was so severe that he shrank from the touch of 
a hand on it. The Gedanensian doctors brought 
speedy relief to him by the infusion of a certain 
liquid in a vein; within twenty-four hours not only 
the pain in his head but also the tumor and the 
paralysis of his forearm had completely disap- 
peared. Moreover, in three days the ulcers had 
healed without the application of plasters. 

Furthermore, a serving maid, who from birth 
had been subject to epilepsy, through the help of 
the good Lord and the power of this remedy, 
regained her health so that after several months 
she was completely cured of this disease. 

Certainly, unless some subtle person has doubts 
about the credibility of this narrative, it must be 
confessed that these two cures recounted by 
D. Mollerus are far superior to all those which 
have been made at Paris. 

(To be concluded) 


Lord Moynihan’s Tribute to W. W. Keen—One of the 
things in which Lord Moynihan excels is a keen sense 
of the personal qualities of his compeers, and in the 
grace with which he can express it. Writing to the 
Lancet on the news of the death at the age of 95 of 
his “very dear old friend Dr. Keen,” he says: “His 
eagerness in every form of intellectual pursuit never 
ceased to astonish his friends, sometimes even per- 
haps to embarrass them, for in pursuit of knowledge he 
spared no man... . His textbook of surgery was the 
first in our language to be based on bacteriology; it 
almost alienated our affections from ‘Erichsen.’ Many 
men considered him—though having heard Nicholas 
Senn and J. B. Murphy, I could never agree—the 
greatest teacher of clinical surgery America had ever 
known. His virility and force were well matched 
with sincerity and invulnerable accuracy, and tem- 
pered with sobriety.” He was the protagonist of our 
ideas on vaccination, vivisection and laboratory re- 
search. “He was a man of decided views emphati- 
cally expressed; but he was, no less, the very flower 
of culture, the very perfume of courtesy. He had the 
happiest knack, excelled not even by Osler, of keep- 
ing in touch with his friends in all lands. It was 
justly said of Osler that many men in many lands 
hugged the belief that they were his particular cronies. 
That was certainly true of Keen.” Coming to tech- 
nical matters: “His work on the brain, nervous sy- 
tem, abdominal organs, upon the ravages of typhoid 
fever in their surgical relations, indeed upon all 
branches of surgery—and he practiced all with im- 
mense success—was perhaps the most considerable 
and the most inspiring of that of any surgeon in the 
states.”—Journal of American Medical Association, Vol. 
99, No. 4. 
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CLINICAL NOTES AND CASE 
REPORTS 


SKELETAL TRACTION 


By H. W. Spiers, M. D. 
Los Angeles 


HE development in the application of skeletal 

traction methods in the field of fracture sur- 
gery has been one of the noteworthy advances in 
the last few years. I should like to present here 
certain accepted methods and discuss their advan- 
tages and disadvantages, the wide variety of their 
uses, and also certain points in technique which 
more recent experience has brought out. The 
variety of instruments now in use are as follows: 
the Steinman pin, the ice tongs, the rigid stainless- 
steel pin, and the taut piano wire. 


INSTRUMENTS 


Steinman Pin.—The Steinman pin has the ad- 
vantages of being removable both ways, thus 
preventing contamination of the wound. Its dis- 
advantages, as have been found, are that it is weak 
and will frequently, under traction, bend or break 
at its central telescoping joint. This is a serious 
defect. 

Ice Tongs.—In the case of the ice tongs, they 
would seem to have some advantages over other 
methods since they do not go entirely through the 
bone. They have, however, been largely discarded 
because of their tendency to slip or drag. There 
is difficulty in holding them immobile. They are 
not fool proof. The patient or his friends can 
often disturb them seriously. 

Rigid Steel Pin——The rigid steel pin has some 
followers. In many ways, I prefer it. The size 
and strength can be adjusted readily to the needs. 
It may bend under extreme stress, but it does not 
break. A disadvantage, of course, is that one end 
must be rendered aseptic when the pin is removed. 
This, however, is not difficult. A thorough cleans- 
ing, followed by ether and iodin, is sufficient in 
my experience. 

Taut Piano Wire.—The taut piano wire is the 
newest method developed in this field. The origi- 
nal schemes for insertion of the piano wire, were 
quite complicated, but this recently has been over- 
come. Now the wire whose end has been shaped 
as a drill, can be fed through a simple appropri- 
ately designed brace and very readily placed. The 
advantages of the very small wire in the case of 
the smaller bones is evident. The radius, the ulna, 
the metacarpals and phalangeals, can be readily 
drilled with the wire. The size of the wound 
also recommends it. The objections brought for- 
ward are twofold. First, the wire is so small that 
it might pull through the bone under continual 
stress; I have not found this to be the case. 
Second, when this method is used in conjune- 
tion with rigid plaster fixation, the collar which 
keeps the wire under tension must be left in place. 
This is awkward. Also, as in the stainless-steel 
pin, when the wire is removed one end must be 
sterilized. 





124 CALIFORNIA AND WESTERN MEDICINE 


ADVANTAGES OF SKELETAL TRACTION 


The advantages of skeletal traction for frac- 
tures of the shaft of the femur is well known. 
Its use through the olecranon for the fractures of 
the humerus is also common practice. The use of 
skeletal traction in fractures of the radius and 
ulna is a newer development and promises much. 
Traction through the phalanges for fractures of 
the metacarpal bones or phalanges themselves is 
becoming increasingly popular. Traction through 
the metatarsals with countertraction through the 
os calcis is being used with excellent results in 
compression fractures of the tarsal bones or in 
the reduction of some of the difficult transtarsal 
fracture dislocations. Traction through the meta- 
carpals with countertraction through the olecranon 
process will often allow easy reduction of com- 
pression fractures and dislocations of the carpal 
bones. 

Handled rightly, skeletal traction represents an 
ideal method, It is, however, a very exacting one 
and the surgeon must be familiar with all the 
problems at hand to handle it successfully. The 
question of infection about a pin through a bone 
is best solved by rendering the area aseptic and 
sealing it so and not disturbing it until the pin is 
removed, The secret in the keeping of a skeletal 
traction pin free from later infection, I believe, 
lies in seeing that the pin is firmly placed so that 
there is no motion at all between it and the bone, 
or it and the soft tissues. It must not be allowed 
to slide laterally or angulate. The technique I 
have found successful is as follows: 

1. Sterilize the parts as for any clean operative 
procedure. 

Insert the pin, making a nick in the skin only 
at the point of entrance and exit. See that the pin 
is directed at right angles to the line of traction. 

3. Seal the wounds, after applying iodin and 
alcohol, with a circular gauze pad saturated with 
compound tincture of benzoin. 


4. If the collar does not fit snugly (is too large, 
it must not be applied too small) block the space 
between the dressing and the collar with suitable- 
sized cork or rubber washer. A wet, inch-size 
plaster-paris bandage can be made to answer the 
same purpose easily. 

Do not disturb dressings, pin, or collar unless 
there is a definite indication. 

2007 Wilshire Boulevard. 





BLADDER NECK PATHOLOGY IN THE 
FEMALE 


By CLayTon Lane, M. D. 
Los Angeles 


ANY irritable bladder necks and urethral 
inflammations in the female are often diag- 
nosed by the attending physician as cystitis. 

Now cystitis per se is a mucosal reaction within 
the bladder which produces the classical symptoms 
coincident with such conditions. While the most 
yet dys- 
The true 


common symptom is urinary freque ncy, 
present. 


uria and hematuria may be 
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cystitis of bacteremic origin is quite constantly 
secondary to some distant pathological focus. If, 
however, the bladder reaction is due to some local 
disturbance, then stone, tumor, or an extravesical 
obstructive factor is the cause commonly expected 
by the urologist. 

A careful urological examination is necessary in 
order to differentiate the true cystitis from an- 
other bladder condition met within the female. 

Presented to the clinician quite frequently is 
the female patient complaining of occasional at- 
tacks of mild urinary frequency with or without 
burning on urination. Investigation of this type 
of patient will reveal no bladder pathology to 
account for existing symptoms except an inflamed 
or edematous bladder neck with occasional small 
polypoid protrusions. Urethroscopic exploration 
of the urethra will show a moderate inflamma- 
tory mucosal reaction with considerable urethral 
tenderness upon palpation. 

The probability is that the bladder neck re- 
action is secondary to a primary urethritis which 
had its origin in repeated trauma. The female 
urethra being, by virtue of its location, quite sus- 
ceptible to bacterial invasion, becomes rather easily 
infected in view of the traumatized mucosa. Con- 
sidering the fact that the majority of such cases 
is observed in married women, the cause of such 
urethral injury is rather easy to imagine. 

The urinary changes in these patients are quite 
characteristic in that Thompson’s two-glass test 
will show a hazy first and clear second. If one 
use care in carefully cleansing the urethral meatus 
and its surrounding area, the two-glass test will 
he found very helpful as an aid in examination. 

In the consideration of the patient who com- 
plains of so-called bladder symptoms, the general 
clinician should be ever on his guard in order to 
differentiate between a cystitis and an irritable 
bladder neck with urethritis. 

The curative procedures in the case of cystitis 
have for their direct purpose the eradication of 
the primary etiologic factors with treatment di- 
rected at the inflamed mucosa. 

In the patient with bladder neck pathology and 
urethritis, the causative factor must be removed 
and treatment directed to clear the local condition 
present. This type of patient is usually subjected 
to repeated bladder irrigations and the injection 
of urinary antiseptics, all of which do no good 
and can only discredit the ability of him who is 
ever so anxious to effect a cure. 

1052 West Sixth Street. 
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One of the most important lessons that we should 
appreciate is the great complexity and the vast scope 
of the field of public health, It is not a definite science, 
but comprises a great body of knowledge about as 
broad as experimental science itself. For that reason 
the study of public health should be excellently adapted 
for general educational purposes. In this field, not 
only are the fundamentals of practically every labora- 
tory science applied, but here is ample opportunity for 
the study of classics, the humanities, social problems, 
and economics; for all civilizations have been pro- 
foundly influenced by problems of health and disease. 


(D. J. Davis, Illinois Medical Journal, November, 1929.) 
—Weekly Bulletin, California Department of Public 
Health, 
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URTICARIA 


Mertin T-R. MAynarp, M. D. (Medico-Dental 
suilding, San Jose).—At the patient’s first visit, 
the etiologly of urticaria is obscure in the great 
majority of cases. Exceptionally, the patient has 
found out through personal studies of his reac- 
tions that he is definitely sensitive to certain foods 
or contacts. However, in these clearer cut cases, 
too much credence should not be put on the pa- 
tient’s beliefs, because of a frequent inaccuracy 
of observation ; and also quite as frequently more 
than one substance or a number of substances are 
found to be responsible for the patient’s disability. 
Foods should be first considered. Also whether or 
not the patient had an upset stomach prior to, or 
coincident with, the attack; and also whether he 
was upset or developed the eruption within a 
reasonable time of having eaten the suspected sub- 
stance. Next, drugs should be considered and the 
ingestion of laxatives, cold remedies, headache 
powders and other household remedies investi- 
gated. External factors such as cosmetics, epider- 
mals, exposure to sunlight and other physical 
agencies are likewise to be kept in mind. Foci of 
infection, particularly in the gall-bladder, must also 
be evaluated. If the patient is subject to nervous 
upsets, it should be recorded in the history as a 
possible causative factor. A careful allergic his- 
tory is of prognostic importance. 


As a basic factor in the etiology of urticaria, we 
find that many of the cases fall in the group de- 
scribed by Stokes and other writers, in which 
group a lowered secretion of hydrochloric acid in 
the stomach, or an actual absence of acid is the 
agency through which the sensitization is brought 
about. In such states, toxic products are formed 
through bacterial action on protein in the stomach, 
duodenum and upper jejunum. The course in 
these cases may be outlined approximately as fol- 
lows: The Welch bacillus is a normal habitant of 
the lower jejunum and ilium as well as the caecum. 
Its ascent towards the duodenum is retarded by 
the expulsion of the acid chyme from the stomach. 
If this acid is lacking in the gastric contents, the 
Welch bacillus may actually be found in the 
upper doudenum. This particular bacillus elabo- 
rates through its action on proteins the so-called 
“H,” or histamine-like substance. Although this 
substance is not readily absorbed from the known 
habitat of the Welch bacillus, it is assumed that 
it is rather readily absorbed in the area of the 
duodenum. This “H” substance, when it accu- 


mulates in the skin, is apparently an active factor 
in the development of urticaria, and is found 
in increased quantities in urticarial subjects. The 
mechanism of its action allows it to produce ex- 
treme relaxation of the capillary walls, and allows 





actual leakage of fluid. The calcium of the blood 
stream was for a long time considered to be de- 
creased in urticaria, but more recently has been 
found to be normal or above normal in its quan- 
tity. It is quite possible, however, that the tissue 
calcium may not show similar changes. That 
calcium has a definite rdle in urticaria is presump- 
tive in some cases, particularly those of the resist- 
ant and of the giant type. This is demonstrated 
through the favorable response of these patients 
to the injection of the parathyroid hormone. 
The prognosis of urticaria is in the great 
majority of cases quite favorable, and definite 
desensitization may be successfully carried out. 
However, a few cases, particularly of the angio- 
neurotic type, will resist all types of treatment. 


* 4 * 


Moses Scuoitz, M. D. (1930 Wilshire Boule- 
vard, Los Angeles).—Urticaria is commonly 
viewed by the general profession as one of the 
simplest types of dermatoses. It is generally un- 
derstood that urticaria is not an independent noso- 
logical entity of definite etiology, but merely a 
syndrome or skin reaction which may be induced 
by any number of external or internal pathogenic 
factors, including psychogenic ones. 


However, the average practitioner little realizes 
the morphologic complexities, the difficulties of 
proper classification of the various types of urti- 
caria and of their relationship to other dermatoses. 

The basic lesion of urticaria is the well known 
wheal, a pale plaque surrounded by a pinkish area 
and associated with burning and itching. It is of 
interest that itching precedes the formation of 
the wheal. For this reason the French school 
places urticaria in the group of pruritus. 

At times, particularly in regions with loose con- 
nectiye tissue, the urticarial wheal may assume 
gigantic size and grotesque contours forming 
giant urticaria or angioneurotic edema. 

Histopathologically the wheal shows a localized 
acute edema without inflammatory reaction. The 
upper layers of the cutis and particularly the 
papillary layer are very edematous (Gilchrist). 
In the type designated as urticaria porcellanea the 
edema of these tissues is developed to a very high 
degree; the pressure of the fluid content of the 
supporting tissues compresses the most superficial 
blood vessels to such an extent that practically no 
blood enters them and the result is a porcelain-like 
appearance of the wheal. The lymph spaces are 
considerably dilated, whereas the superficial blood 
vessels are somewhat constricted, those of the 
deeper layers being dilated and engorged with 
blood. An inflammatory cellular exudate is prac- 
tically absent. The absence of inflammatory cells 
125 


126 CALIFORNIA AND WESTERN MEDICINE 


in the exudate at first caused this edema to be 
looked upon as a transudation, but since it 1s 
found to contain more albumen than normal 
serum, it must be considered as a real inflamma- 
tory exudate. The absence of cellular elements is 
therefore explained by the fact that the process 
exists for too short a period of time to Si their 
accumulation. 

The wheal, although of very short duration, is 
usually the end stage of the process. However, it 
can develop either to the formation of vesicles 
(urticaria vesiculosa) or to the formation of 
chronic papular areas attended by marked cellular 
infiltrate (urticaria chronica papulosa ). 

When the toxin or irritant is unusually strong 
and gravely affects the permeability of the vascu- 
lar walls, urticaria may become vesicular or even 
hemorrhagic, urticaria vesiculosa or hemorrhagica. 
oth of these types are relatively rare, but do 
occur, In the hemorrhagic variety the blood pig- 
ment undergoes the usual transformation, leaving 
behind brownish macules. This form of urticaria 
with pigmentation should be differentiated from 
urticaria pigmentosa, to be discussed later. 

Urticarial wheals in the majority of cases occur 
by themselves, and in such cases can be regarded 
as primary lesions and as an independent clinical 
syndrome. But not uncommonly urticarial wheals 
appear in combination with other dermatoses. 
Thus, Eichenlaub, reporting a series of fifty- 
eight cases of urticaria, found twenty-eight cases 
associated with erythema multiforme. In fact, 
these cases constitute the true borderline cases in 
which the lesions of both dermatoses are so similar 
both morphologically and pathologically, that it is 
practically impossible to differentiate one from 
the other. 

Urticarial wheals may be also observed in com- 
bination with allergic eczemas, drug rashes, pyo- 
genic and mycotic infections. 

Extremely interesting and puzzling in certain 
ways is urticaria factitia or dermographism. It 
often occurs in urticarial patients but is observed 
also in individuals free from urticaria, While 
perfectly simulating the morphologic picture of 
urticaria, dermographism presents some clinical 
differences: it does not itch, it develops only on 
mechanical irritation of the skin, and it seems to 
be a constitutional weakness or vascular irritability 
of the skin rather than a temporary disorder. 

Much less known and entirely different in gross 
pathology and morphology is the papular type of 
urticaria, so-called lichen ita or strophulus. 
Papular urticaria is characterized by a small firm 
saguile surrounded by an urticarial wheal. The 
wheal disappears and recurs but the papule re- 
mains. These pers sistent papular urticarias are 
observed mostly in undernourished children. Oc- 

casionally these cases gradually develop into pru- 
rigo mitis hebra. This nosologic relationship well 
illustrates the complexity and the obscurity of the 

pathogenesis of urticaria. 

The morphology, histopathology and clinical be- 
havior of the papular urticarias differ so strikingly 
from ordinary urticarial lesions that one could 
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hardly at first glance accept the two conditions as 
being of the same nature. Yet at various stages 
one can observe minute urticarial wheals arising 
spontaneously or on friction of the papules. 

Microscopically, in the period in which urticarial 
wheals are absent, edema is practically absent or 
limited to the subpapillary layers of the cutis, and 
the cellular infiltrate dominates the picture. The 
brown color is due to the increased number of 
chromatophores, 


‘To increase the confusion, some dermatologists 
deseribe chronic papular urticaria with a necrotic 
center and tuberculoid structure (Gans, Hoffman, 
IXaposi), the so-called urticaria papulosa perstans 
necrotica and acne urticata. It is safe for the av- 
erage clinician to ignore this superrefinement of 
dermatologic classification and to regard it as an 
open and controversial issue. 


Still more interesting and puzzling from a clini- 
cal point of view is urticaria pigmentosa. Urti- 
caria pigmentosa occurs in children as well as in 
adults. It is characterized by multiple (from a 
few dozen to many hundred) brownish, yellow- 
ish or slate colored elevated spots or nodules, vary- 
ing in size from a pinhead to a fingernail, dis- 
tributed mainly on the trunk and limbs. ‘Their 
urticarial nature is revealed on friction or scratch- 
ing, when a small urticarial itchy wheal arises 

Histopathologically the condition is character- 
ized by the finding of mast cells which are con- 
stantly present in infantile cases; however, they 
may be absent in adult cases. 

In analyzing various types of urticaria and try- 
ing to correlate their morphologic and histopatho- 
logic differences, one is inclined to infer that 
basically the urticarial lesion is merely a_ skin 
reaction which may occur under various conditions 
and which is often an incidental feature of cer- 
tain dermatoses such as papular urticaria and urti- 
caria pigmentosa. 

[ personally believe that the term urticaria, as a 
clinical conception, should be reserved for the 
cases with urticarial wheals only, and that papular 
persistent types, lichen urticatus and urticaria pig- 
mentosa, should be disassociated from the urticarial 
group. They could be called urticaroid derma- 
toses, just as we have pemphygoid dermatoses, 
which present morphologic pemphygoid features, 
without being pemphygus itself. 

The association of urticaria with erythema mul- 
tiforme is perfectly natural and plausible, as both 
conditions present a perfect type of the acute toxic 
skin reaction. 


x * x 

SAMUEL H. Hurwitz, M.D. (490 Post Street, 
San Francisco).—Of very frequent occurrence 
and usually regarded somewhat lightly by the 
physician, hives present one of his most difficult 
therapeutic problems. Whereas a serious attempt 
to find out all the possible underlying causes of a 
case of urticaria, particularly of the chronic form, 
is decidedly worth while and frequently leads to a 
brilliant therapeutic result, the general practitioner 
may find comfort in the well known fact that 
symptomatic and nonspecific treatment is in many 
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instances equally helpful. A proper diagnosis 
should begin with a thorough history and physical 
examination: the patient’s food and drug habits, 
the presence of constipation or other intestinal 
symptoms and the psychic state of the individual 
are all important. A worth while physical exami- 


nation should stress particularly the general 
nutrition, condition of the blood and foci of 
infection. It is common knowledge that urticarial 


attacks may follow the excessive ingestion of cer- 
tain foods, particularly in children where intestinal 
permeability to incompletely digested protein may 
be facilitated by digestive upsets, constipation or 
errors in diet, and this quite apart from any spe- 
cific hypersensitivity, although in the majority of 
cases the urticaria is an allergic reaction following 
the ingestion of specific foods and drugs and at 
times exposure to physical agents: light, heat, and 
cold. Of the drugs, arsenical preparations, antipy- 
rin, aspirin, iodids, bromids, quinin and morphin 
are frequently mentioned. Good treatment should 
therefore aim first to correct the obvious defects 
elicited by a careful history and physical exami- 
nation, 

The recognition that urticaria is a common skin 
manifestation of serum disease and that certain 
constitutional reactions from injections of extracts 
of foods, animal epidermals, pollens, ete., are fre- 
quently attended by urticaria, has done much to 
stress its allergic etiology. If it is suspected that 
the urticarial lesion be of this origin, a specific 
diagnosis can be made only by an exhaustive his- 
tory of associated allergic manifestations, not only 
in the patient but also in the patient’s antecedents, 
and by resort to cutaneous testing, elimination 
diets and the food addition method. 

As to positive skin tests in urticaria, most work- 
ers in this field agree that they are relatively in- 
frequent. Where they can be elicited and can be 
related to the patient’s own history of food dis- 
agreements, they give definite leads to therapy 
with results that are often brilliant. The author 
has been fortunate enough to have obtained such 
results in some patients under his care. As a diag- 
nostic and therapeutic method, we have not found 
elimination diets to possess greater value than the 
so-called food addition method. In fact, we prefer 
the latter method because of its greater simplicity. 
No complicated menus and recipes are needed to 
carry it out. The patient is put on an exclusive 
milk diet for about a week and if the urticaria 
clears up it proves the cause to be some food or 
foods other than milk. Other foods are then added 
to the diet one at a time every few days, the phy- 
sician carefully observing the patient for any re- 
appearance of urticaria. Tn this way the offending 
food or foods may be detected. If the urticaria 
does not clear up after about a week of an exclu- 
sive milk diet a diet of all kinds of food except 
milk and milk products is substituted. If the urti- 
caria disappears on such a diet, milk is proven to 
be the offending food. 

Although foods are by far the commonest cause, 
urticaria may also be due to sensitization to animal 
epidermals, pollens and drugs. Some workers re- 
port instances of urticaria due to sensitization with 
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bacterial products arising from foci of infection 
in the bowel, biliary tract, teeth and sinuses. G. T. 
Brown of Washington, D. C., reports good results 
from the use of autogenous vaccines obtained 
from these foci. Menagh of Detroit recommends 
duodenal drainage by means of the Jutte tube 
where biliary stasis is thought to be a cause. 

The emergency treatment of acute urticaria 
consists in the prompt administration of a purga- 
tive, castor oil preferably, and epinephrin (0.5 to 
1 cubic centimeter of a 1/1000 solution) hypoder- 


mically. The two drugs most frequently recom- 
mended for the undiagnosed chronic cases are 


calcium and peptone. Although some observers 
report low blood calcium values in urticaria, this 
finding is by no means well established. The 
results which are frequently seen following the 
administration of large doses of calcium must be 
attributed to other causes than the correction ofa 
calcium deficiency. If used at all, calcium should 
be given in large dosage, for adults at least 5 
grams twice daily before meals and its absorption 
assured by the addition of hydrochloric acid, cod 
liver oil, or parathyroid and ultra violet light, all 
of which have been shown to facilitate the ab- 
sorption and mobilization of ionic calcium. Cal- 
cium gluconate is more palatable and less irritating 
than the lactate. 

Of the various forms of non-specific therapy 
recommended in urticaria, we have found that 
peptone administered subcutaneously gives the 
best results. Auld of England recommends a 714 
per cent solution; other workers use concentra- 
tions as high as 331% per cent. In our work we 
have found 15 per cent very satisfactory. The 
initial dose of this solution is 0.1 cubic centimeter 
increased by that amount weekly or twice weekly 
until one cubic centimeter is reached. Intracu- 
taneous injections, if that method is used, must 

limited to amounts not higher than 0.3 cubic 
centimeter. Dessicated peptone taken orally in 
capsules containing 0.5 gram, one capsule to be 
taken one-half to one hour before each meal, 
has been recommended by the l'rench school 
a method leading to temporary desensitization 
against food proteins. A limited experience with 
peptone orally has not convinced us of its vi ilue in 
urticaria. 


Activities of the German 
addition to the continuous work of the Deutsches 
Hygiene-Museum in Dresden, which supplies the 
whole German reich with material on subjects pertain- 
ing to health, mention may be made, in connection 
with the activities of the year 1932, of the carrying 
out of the annual health survey, which comprised 
three exhibits and numerous lectures and film presen- 
tations. During the year three traveling exhibits were 
constantly on the move, namely, “Man in Health and 
Disease,” “Healthy Women Mean a Healthy People,” 
and “The Fight Against Cancer.” In Germany these 
three exhibits were shown in 1932 in twenty-one 
places and attracted 400,000 visitors. In addition, ex- 
hibits were sent to some foreign countries, chiefly 
Austria, Sweden, and the Netherlands. The traveling 
exhibits as a whole were set up in twenty-eight places 
at home and abroad, and more than 700,000 persons 
visited them. More than 20,000 photographs were lent 
to illustrate lecture courses.—Berlin News Letter. 


Hygienic Museum.—In 
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LIBRARY BUILDING OF THE LOS ANGELES 
COUNTY MEDICAL ASSOCIATION 


The Headquarters Home Recently Opened.— 
A few months ago CALIFORNIA AND WESTERN 
MEDICINE informed the members of the Cali- 
fornia Medical Association that the Los Angeles 
County Medical Association, after having held 
its meetings in rented quarters for half a cen- 
tury, had been able at last to realize a cherished 
ambition—the possession of its own home and 
headquarters. The January CALIFORNIA AND 
WESTERN MEDICINE, pages 50 and 66, told the 
story of the new headquarters building at 1925 
Wilshire Boulevard, adjacent to Westlake Park. 
Mention was made of the two parcels of ground 
at Wilshire and Westlake, one parcel bringing to 
the Association an annual rental of $10,500, while 
the other, a corner lot of sufficient size to allow 
not only for headquarters with offices and meet- 
ing rooms, but also ample additional ground area 
for a future library building. 

* * * 

The Proposed Library Building.—The proposed 
library building is now to become a reality, for 

* Editorials on subjects of scientific and clinical interest, 


contributed by members of the California Medical Associ- 


ation, are printed in the Editorial Comments column, 
which follows. 
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on July 12, on recommendation of the Permanent 
Quarters Committee through Chairman Carl R. 
Howson, the “Board of Trustees voted unani- 
mously in favor of immediate construction of the 
library building,” and Secretary Harry Wilson 
was authorized “to protect market prices for the 
building, so as to insure material costs at the low 
market of that date.” To accomplish these ends, 
it was necessary to obtain a loan to finance the 
building operations; but this loan will have been 
liquidated, with clear title and without mortgage 
encumbrances when each member of the Associ- 
ation has paid his initiation fee of $100. The 
response of members thus far has been gratify- 
ing, but a full coOperation is necessary for com- 
plete success. 

The annual rental income of $10,500 from the 
one parcel of ground, plus the dues and miscel- 
laneous income, will permit the library and other 
activities of the Association to be properly carried 
on. Upon completion of the library structure, the 
Barlow Medical Library will become the property 
of the Los Angeles County Medical Association 
and will hereafter be supported by it. 

CALIFORNIA AND WESTERN MEDICINE, on be- 
half of the organized medical profession of Cali- 
fornia, extends its best wishes on this happy 
culmination of long-deferred hopes. With the 
new library building, a medical center nucleus 
will have been established Los Angeles that 
must go far in providing medical service of the 
highest type, thus demonstrating again the far- 
reaching possibilities of organized medicine. 


“THE COMMITTEE ON PROFESSIONAL 
CONDUCT”—A NEW PROCEDURE IN- 
AUGURATED BY THE SAN FRAN- 
CISCO COUNTY MEDICAL 
SOCIETY 


An Excessive Number of Malpractice Suits in 
San Francisco—A by-law was adopted by the 
San Francisco County Society in November, 1932, 
making possible the institution of a new method 
of procedure as regards the application of the 
“Principles of Professional Conduct.” This in- 
novation should be of interest to all physicians 
and county medical societies of California. 


A flood of malpractice suits in San Francisco, 
seemingly arising from nowhere but neverthe- 
less a fact, probably furnished the substratum of 
thought, and led the society to lay down discipli- 
nary rules which would properly penalize mem- 
bers who do not live up to those recognized ethical 
principles, the adherence to which is implied when 
county medical society membership is granted to 
physicians. 


Just why the physicians and surgeons of San 
Francisco should have had inflicted upon them an 
overplus of malpractice suits is not known. A 
surplus of a peculiar type of legal practitioners 
and of loose-tongued doctors were possible fac- 
tors in the conditions that came into being, and 
which it became necessary to consider if the prac- 
tice of medicine was not to be totally robbed of 
its real rewards. The medical schools of the 
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University of California and Stanford are both 
located in San Francisco, and their beneficent in- 
fluence in creating high standards of practice have 
long been known to California physicians. When, 
therefore, more than an average number of well- 
known physicians of the Bay Region were sub- 
jected to malpractice suits, it was necessary to 
take stock, and also to attempt to analyze the 
why’s and the wherefore’s of such unusual and un- 
called for legal actions. 


As a result of that study, the Committee on 
Professional Conduct of the San Francisco 
County Medical Society was brought into exist- 
ence. CALIFORNIA AND WESTERN MEDICINE sug- 
gests that component county societies facing simi- 
lar problems may find it advantageous to acquaint 
themselves with the San Francisco plan, The San 
Francisco method puts teeth into the Principles 
of Professional Conduct and should have a deter- 
rent influence on members of the medical profes- 
sion, who, knowingly or otherwise, give support 
to certain types of attorneys of a class that may 
be said to be typified by the group known as 
“ambulance chasers.” 


* * &* 


Discussion of the Committee's Work in the 
Bulletin—In the July Bulletin of the San Fran- 
cisco County Medical Society, Dr. Russell F. 
Rypins discusses the work of this new committee ; 
and for the information of the members of other 
county societies of California the excerpts given 
below are submitted. The justice of the comments 
therein made should strike a responsive chord in 
the hearts of all physicians who love and respect 
their profession, and the service it renders the lay 
public : 


“The Committee on Professional Conduct is a new 
venture on this Coast in the serious problem of self- 
discipline of the medical profession. Its work is looked 
upon with divergent attitudes. Some physicians re- 
gard its activities as inimical to their professional 
freedom and as a possible source of trouble that would 
not arise in the absence of such a committee. Most 
of the thoughtful members of the Society are strongly 


in favor of the work the committee is assigned to 
do. . 


... “It is of importance to know that the activities 
of the committee are regarded as confidential pro- 
cedures in all cases (except when appeal is requested 
by some party to its arbitrations), thoroughly to guard 
members and others from any annoyance or humili- 
ation which might arise from publicity or gossip in 
some of its cases. 

“San Francisco physicians are in a precarious situ- 
ation in the matter of malpractice insurance protec- 
tion. Our city is cited as the high spot in the country 
for lawsuit losses by the carriers of this form of 
insurance. To assure ourselves of further protection 
it is imperative that there be a rapid decrease in mal- 
practice claims and suits. Two definite elements are 
at play causing them. One is looseness of tongue of 
physicians regarding the work of other physicians 
which gives origin in the patient’s mind to suspicion, 
resentment or the suggestion that here is an easy 
racket to ‘shake him down’ for a considerable sum 
of money. Ideas of this nature readily snowball into 
large proportions, especially when a lawyer of doubt- 
ful integrity foresees a sizable contingency fee in 
prospect. But let it be distinctly understood that no 
muzzling of medical men is intended. The by-laws 
and the committee do, however, distinctly point out 
that disparaging speech concerning the conduct, opin- 
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ions, and treatment of another member of the pro- 
fession shall not be indulged in with impunity until 
and unless he has made himself impartially familiar 
with the facts and circumstances obtaining at the time 
cited in such criticism. 

“The second element conducing to our high ‘mor- 
tality’ is the ease with which some physicians can 
be paid to give unsound but convincing testimony 
against a colleague in a malpractice suit. To counter- 
act this it is stipulated that physicians shall now notify 
the committee of intention to assist in a case before 
they do so, and shall give their reasons for so intend- 
ing. Again it must be clearly understood that the 
by-laws and the committee are not to muzzle any 
person in such matters. They ‘shall respect the privi- 
lege of every member to testify in any case as his con- 
science and opinion may dictate . . . and shall act in 
all matters with due regard to the rights of the 


patient,” .... 





EIGHTY-FOURTH ANNUAL SESSION, 
A. M. A—SOME HOUSE OF DELE- 
GATES PROCEEDINGS 


The Milwaukee Session—On June 12-16, was 
held the eighty-fourth session of the American 
Medical Association, and the proceedings of its 
House of Delegates were printed in the issues of 
The Journal of the American Medical Association 
for June 24 and July 1. 


When the large amount of business which was 
presented to the House is surveyed, the wonder 
is, how could the American Medical Association 
have done its work properly before there was a 
House of Delegates. For, until the reorganization 
of the American Medical Association some thirty 
years ago, there was no provision for a House 
of Delegates, and when Dr. George H. Simmons, 
editor and general manager emeritus, was called 
upon for remarks he drew attention to the fact 
that he had been present at the birth of the House 
more than a quarter of a century ago. In this 
year’s House of Delegates there were four mem- 
bers who had also been delegates at the initial 
meeting. 

The reorganization plan of the American Medi- 
cal Association of that time, by making provision 
for the transaction of business through a repre- 
sentative body to be known as the House of Dele- 
gates, has produced excellent results in the last 
thirty years, and it may truthfully be said that to- 
day’s. firmer financial and improved administra- 
tive organization of our national medical body 
had its real foundation in this instituting of a 
House of Delegates. So apparent were the ad- 
vantages of that plan of business organization 
that all of the constituent state associations have 
adopted similar set-ups, and with equally bene- 
ficial results to their respective bodies. 

The American Medical Association House of 
Delegates with its represenatives from the scien- 
tific sections and constituent state associations is 
a very important body, having in its membership 
men who have special and broad knowledge of the 
needs of scientific and organized medicine. The 
five thousand members of the California Medical 
Association are represented by seven delegates in 
the American Medical Association House. It is 
in the House of Delegates that the policies of the 
national organization, and to a lesser extent those 
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of its constituent state medical associations, are 
formulated. The proceedings of the American 
Medical Association House at each year’s annual 
session are, therefore, of interest and importance. 
()n that account it may be in order to quote from 
different portions of the proceedings of the recent 
Milwaukee House, in order to acquaint California 
Medical Association members with items of busi- 
ness which have special interest for California 
physicians, and some quotations are here made. 


S18: 


The Speaker of the House, Dr. F. C. Warn- 
shuis, when he called the first meeting of the 
House to order, stated among other things : 

“There is need for keen appraising judgment. 
The greatest acumen must be subpoenaed in order 
that your final acts will well meet up to the demands 
of the times and continue to maintain the present high 
standards, functions and leadership of the Association, 
Emotionalism must not supplant judgment. The needs 
of the hour must not warp our vision or duty to the 


future.” 
* * * 


from the address of President [edward H. 
Cary, who relinquishes his office at the end of 
this year’s session, these paragraphs may be stimu- 
lating : 

“May I call your attention to a few of the outstand- 
ing policies carried to a successful issue: 

“First, the contention of our profession that the 
American physician should have the right to use his 
own judgment in prescribing alcoholic liquors. 

“Second, the contention of the profession that a fed- 
eral law which affects the practice of medicine is 
undesirable when it is directed by a bureau under lay 
control from the seat of the national government; for 
example, the Sheppard-Towner Act. All activities of 
this character, regardless of their humanitarian pur- 
poses, should be the result of the combined influence 
of the profession and interested citizens who advocate 
such services in their own states. 

“Third, we recognize that the narcotic question is 
international in aspect and will require further inter- 
national agreement before it can be controlled. Nar- 
cotic legislation has received most careful consider- 
ation, and an enlightened policy has been followed. 
The Uniform States Narcotic Act had its origin from 
the work of one of your committees, created in 1919. 

“Of course, much work has been done in confer- 
ences with other groups. 

“Fourth, your legislative committee has labored 
earnestly to meet the issue raised by the ever-growing 
service to the veterans which is the result of legisla- 
tion in their interest. The question of hospitalization 
has been a serious one and, though there has been 
no desire to prevent the most liberal care on the part 
of the government for the service-connected disabili- 
ties due to the war, we have strenuously objected to 
the liberalization of laws which permit the man who 
is able to pay for medical service to enter veterans’ 
hospitals for free medical care. We have objected to 
more hospitals being built unless they are needed to 
care for those suffering with tuberculosis or with 
mental and nervous disorders, or unless they are 
needed as old soldiers’ homes. 


“We must not lose sight of the fact that the present 
program is also the result of a depleted treasury and, 
if the economic situation of the country should im- 
prove before the present policy is well established, the 
demands of the veterans having nonservice-connected 
disabilities may reéstablish abuses of governmental aid 
to which we have objected. Hence, it is necessary for 
members of our profession to continue their opposi- 
tion; otherwise we shall be confronted with the same 
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situation as it existed before Congress gave its sup- 
port to the request of the courageous President of our 
country. 

“Fifth, the Report of the Committee on the Costs of 
Medical Care has stimulated the interest of the public 
and of the profession. 

“The Minority Report of this committee has been 
supported by the members of your official family and, 
though both the Majority and Minority reports have 
been given wide circulation and thoroughly discussed, 
we feel that the great majority of the members of the 
medical profession throughout this country is support- 
ing the Minority Report, both as to principles enunci- 
ated and as to the expediency of not determining a 
far-reaching policy affecting the medical profession at 
a time when the economic status of this country is 
abnormally low and likely to improve.” 

“The Relation of the Private Physician to the 
Health Department. . Organized medicine has come 
thus far because of its devotion to education used in 
its broadest sense. It has directed the forces which 
have made possible the educational enterprises which 
give to the service of the people the highly trained 
medical men of our time. Organized medicine has at 
the same time, through its machinery, given support, 
aid and comfort to campaigns which might advance 
the health forces of the nation.” 


ee « 


President-Elect Dean Lewis spoke in somewhat 
similar vein to Retiring President Cary; and from 
his address the following excerpts are taken: 

“One of the main problems which had a decided 
effect on the profession was the extensive hospitali- 
zation program which the government embarked on 
immediately following the war. The legislation that 
was passed is of such recent date that it is not neces- 
sary to review it. Nonservice-connected disabilities 
entered largely into the program, so that finally al- 
most 70 per cent of the cases that were hospitalized 
presented disabilities which had nothing to do with 
the service and did not even have a presumptive con- 
nection. Ochronosis, acidosis, gout, and obesity were 
even on the list of diseases and were applied in the 
rating of disabilities. In the economy program that 
has been attempted, nonservice-connected disabilities 
were excluded. Recent happenings indicate that much 
pressure has been brought to bear and that hospitali- 
zation of nonservice-connected disabilities may again 
be attempted. If the bars are let down there will 
gradually be an increase in the amount of hospitaliza- 
tion and a return to the conditions which existed 
before the attempt to economize was made. 

“There is no argument as to the responsibility of the 
government in the care of the service-connected dis- 
ability, nor as to the responsibility of the government 
to the widows and orphans of those who were sacri- 
ficed in battle. But any man discharged from the 
army who is able to make his living has no lien on 
the government. This is generally admitted. It is 
much more difficult to rescind legislation than it is to 
prevent its passage. The medical profession must still 
make untiring and unceasing effort to prevent the 
hospitalization of nonservice-connected disabilities. If 
such continues, the foundation of medicine and the 
future of medicine are threatened. Hospitals already 
built for the care of the civilians in different parts of 
the country cannot carry the financial load long. I 
realize that not infrequently the medical profession 
has a bad press and that they are regarded as selfish. 
Any suggestions which they may make are suspected 
of being based on some ulterior motive. The history 
and traditions of the profession refute such state- 
ments. Continued effort should be maintained to pre- 
vent a return to the system which prevailed before 
the economy act was considered. Personal contact 
with legislators is about the only method we have to 
prevent the continuation of a scheme which will bank- 
rupt a government, and, if bankrupt, even the non- 
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service-connected disability will have nothing. We 
will all be in the same boat, which is disabled and 
tossed about.” 

v Y v 


.. “The different reports which have been made 
from time to time relating to medical care have been 
discussed so frequently that it is doubtful whether 
anything should be said about them. We all know 
that there are defects in medical practice.”. . 


7 Y t 


... “The losses which hospitals have suffered led 
them to accept different schemes, which they will be 
glad to cast off when the depression is over. You will 
hear that it has been found after a careful survey that 
there are more than thirty schemes which have been 
proposed to provide for the periodic prepayment pur- 
chase of hospital care. Some of these schemes are 
revolutionary in character. They are proposed and 
backed by propagandists and promoters who are look- 
ing for a profit. Beware of the promoters who are 
robed in the pure white of charity. No consideration 
is given to the relation between patient and physician. 
They have not confined their effort to the low income 
groups, and no attempt has been made to exclude 
from their scheme the final inclusive medical service 
with hospital care. In fact, in some of these schemes 
it is frankly stated that such is the ultimate aim.”. . 


7? t £ 


. . “One of the founders of a foundation which gave 
financial support to the Committee on the Costs of 
Medical Care has recently made the statement that 
voluntary insurance is not successful and that com- 
pulsory insurance should be put in effect as soon as 
possible and that this type of insurance should be 
placed for consideration before the federal authorities. 

“Judging by the performance of the business world 
during the past two years, I should say that the medi- 
cal profession has shown more ability to take care of 
its own business than any other profession. Phy- 
sicians make mistakes, but their practice has been on a 
high plane and will continue on this plane if codpera- 
tion is practiced instead of competition, and if bidding 
for practice does not replace the system which has 
been in vogue since the beginning of practice.”. . 


y 7 t 


... “The medical profession should take an active 
interest in hospitalization. Hospital planning should 
be undertaken. A city or town of 15,000 people should 
not have three hospitals. One good hospital could 
take care of the needs of such a community. Better 
have one hospital that is full and active than three 
partially filled. The partially filled hospital has an 
enormous overhead. Always expecting to be filled, it 
keeps a large civilian staff always expecting that it 
will suddenly be called on to work overtime. 

“Hospital construction has run riot. Many hospitals 
are built as memorials, and some are built to tickle 
the vanity of hospital architects. This point has been 
emphasized so much that I need say nothing. One 
of the many increases in the cost of medical care has 
been hospitalization.”. . . 


7 t ? 


. .. “When medical education was passing through 
such revolutionary changes a few years ago, state 
licensing boards formulated some stringent and re- 
strictive rules which many of the poor schools could 
not meet and they were forced to close. With the im- 
provements that have occurred in medical education, 
many of the requirements might be rescinded.”. . . 


t 7? ? 


... “There are certain imponderables which deter- 
mine one’s ability to practice and these are not based 
on studies, schemes, curricula or time schedules.” 
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The Committee of Legislative Activities gave 
a somewhat particular account of its work at 
Washington during the second session of the 
Seventy-Second Congress, as may be gleaned 
from the following details: 

.. . “To conclude the discussion on veterans’ affairs, 
it is our opinion that the American Medical Associ- 
ation should support the President of the United 
States in his exercise of the authority that has been 
conferred on him. The Congress has granted him 
authority to determine the nation’s policy in regard to 
veterans. He has acted courageously, according to his 
best judgment. If events prove that he has made an 
error of judgment, he will, we believe, promptly cor- 
rect that error on his own initiative. Your committee 
deplores the attempts that have been and are being 
made to deprive the President of the authority that 
has been granted to him. 

“We believe that it is the duty of the government 
to provide medical and hospital service at government 
expense for the relief and cure of such disabilities of 
veterans as are of service origin. This service could 
be rendered in government hospitals and homes, or 
elsewhere, in whatever manner is of the greatest bene- 
fit to the disabled veterans. The President has prom- 
ised such care to veterans of this class. We believe 
further...” 

t v g 


.. . Finally, may we call attention to another matter 
that is, we believe, of vital interest to the public and 
the medical profession: that is, the corporate practice 
of medicine. The courts in a number of states have 
held that the corporate practice of medicine is un- 
lawful. If this can be legally established throughout 
the country, it will do a great deal now and in the 
future to protect the public and the medical profession 
from exploitation.”. . 


ie ie ® 


To the Reference Committee on Hygiene and 
Public Health was referred a resolution which, as 
adopted, is as follows: 


“Wuereas, Radio broadcasting is under the control 
of the Federal Radio Commission; and 

“Wuereas, There appear to be no apparent restric- 
tions of the advertising statements and claims that 
are being broadcasted; and 

“Wuereas, It appears that the radio is being em- 
ployed to broadcast unsupportable claims and state- 
ments related to a large number of alleged prepara- 
tions for the cure of many ailments and diseases, 
thereby misleading the public; therefore be it 

“Resolved, That the Board of Trustees, through the 
Bureau of Investigation, and through such other na- 
tional organizations as the board may be able to 
enlist, initiate and pursue activities and efforts to 
terminate misleading and misrepresenting radio broad- 
casting that is related to medicinal remedies and 
preparations for the conservation and protection of 
the health interests of the public.” 


t, & Ss 


The Reference Committee on Medical Educa- 
tion discussed in some detail a few of the prob- 
lems confronting undergraduate and graduate 
teaching, and two paragraphs are here reprinted: 

... “It is recommended that the handbook entitled 
‘Hospital Practice for Interns,’ listed as one of the 
publications of the Council, be adopted by the hospi- 
tals on the approved list and that such institutions 
place copies at the disposal of the interns. 

“The Council is to be commended for its initiative 
in securing adoption by the Federation of State Medi- 
cal Boards of the United States of the resolutions per- 
taining to the matriculation of American students in 
European schools and to the admission of American 
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graduates of such schools to state medical licensing 
examinations, to the end that migration of less desira- 
ble students might be in a measure restrained.”. . . 


* * &* 


The Reference Committee on Medical Eco- 
nomics, as might have been expected, was given 
a very considerable amount of work; and the fol- 
lowing excerpts should be of interest to members 
of the California Medical Association, because 
these same subjects have been discussed by our 
own California Medical Association Department 
of Public Relations : 


“Your committee appreciates the special consider- 
ation that has been given to contract practice and 
agrees that this type of medical work is constantly 
changing. It recommends that the study of contract 
practice be continued, and the action of county socie- 
ties in dealing with these problems be based on the 
recommendations of the Judicial Council: 

““By the term “contract practice,” as applied to 
medicine, is meant the carrying out of an agreement 
between a physician or a group of physicians as princi- 
pals or agents and a corporation, organization or indi- 
vidual, to furnish partial or full medical services to a 
group or class of individuals for a definite sum or 
for a fixed rate per capita. 

“‘Contract practice per se is not unethical. How- 
ever, certain features or conditions if present make a 
contract unethical, among which are: (1) When there 
is a solicitation of patients, directly or indirectly. 
(2) When there is underbidding to secure contracts. 
(3) When the compensation is inadequate to assure 
good medical service. (4) When there is interference 
with reasonable competition ina community. (5) When 
free choice of a physician is prevented. (6) When the 
conditions of his employment make it impossible to 
render adequate service to his patients. (7) When 
the contract, because of any of its provisions or prac- 
tical results, is contrary to sound public policy. 


“*Each contract should be considered on its own 
merits and in the light of surrounding conditions. 
Judgment should not be obscured by immediate, 
temporary or local results. The decision as to its 
ethical or unethical nature must be based on the ulti- 
mate effect, for good or ill, on the people as a whole.’ 


_“Group hospitalization has been described and criti- 
cized in several issues of THe Journat. Certain phases 
of some plans may have merit. The committee be- 
lieves many contain features which are subversive to 
the best interest of the public, the medical profession 
and the hospital, and it condemns any plan which in- 
corporates principles contrary to the remarks on con- 
tract practice. The committee recommends that the 
investigation of group hospitalization be continued 
and that the results of the studies be published in the 
Medical Economics department of THe JourNat.” 


... “Group practice has received widespread atten- 
tion. The articles in THe Journat have been compre- 
hensive in scope and the facts presented well cor- 
related and so authentic that they should form the 
basis for any consideration of the problem and be read 
by all members of the Association. Those forming a 
group should be guided by the same principles regard- 
ing professional qualifications for practice, ethical re- 
lations to fellow practitioners, and consideration for 
the economic position of those whom they serve as 
should guide the individual practitioner.” 


* * * 


The election of officers of the American Medi- 
cal Association resulted in the selection of the 
following national officials: 

President, Dr. Walter L. Bierring, Des Moines. 


Vice-President, Dr. John H. Musser, New 
Orleans. 
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Secretary, Dr. Olin West, Chicago. 

Treasurer, Dr. Herman L. Kretschmer, Chi- 
cago. 

Speaker of the House, Dr. F. C. Warnshuis, 
Grand Rapids. 

Vice-Speaker of the House, Dr. N. B. 
Etten, New York. 

Trustees: Dr. Austin A. Hayden, Chicago; 
Dr. C. B. Wright, Minneapolis. 


Van 


* * * 


The California Medical Association delegates 
who registered as members of the American 
Medical Association House were Doctors Fred B. 
Clarke, C. A. Dukes, Lyell C. Kinney, William 
R. Molony, Edward M. Pallette, and John Hunt 
Shepard. 

These representatives from California were ap- 
pointed to important committees and rendered 
efficient aid in the work of the House. 
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POSTOPERATIVE DISTENTION 


The proverb that “an ounce of prevention is 
worth a pound of cure” is never so well exempli- 
fied as in the problem of postoperative distention. 
Numerous articles have been written regarding 
the cause, prevention and treatment, but a point 
that has not been stressed sufficiently is the de- 
pendence of intestinal distention upon abnormal 
body chemistry. Following operations, in a great 
number of patients there appears in the urine 
acetone and diacetic acid; to a lesser extent it 
is true, if adequate preliminary carbohydrate feed- 
ings have been carried out. This acidosis appears 
within twenty-four hours after an operation, at 
a time when it is not feasible to administer carbo- 
hydrates or glucose by mouth. It is during this 
time that intravenous glucose therapy is particu- 
larly advantageous. It is suggested it be made a 
postoperative routine in major surgical cases to 
test the urine for acetone and diacetic acid, and 
that glucose be administered if the acidosis is 
present. It is a striking fact that if glucose be 
administered to a patient with a distended intes- 
tine, cramps are felt immediately and some gas 
may be passed. Distention appears to be due to 
lack of sugar in the smooth muscle of the intes- 
tine, and distention takes place irrespective of 
how much manipulation has occurred during the 
operation. 

Fitzhugh Building. 

ALANSON WEEKS 
G. D. DELPRAT 


San Francisco. 
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on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 


tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 











August, 1933 


THE KRUEGER PERTUSSIS ANTIGEN 
vit 


Up to within the last five years it was intuitively 
assumed that pathogenic micro-organisms possess 
the same degree of racial stability as that shown 
by higher animals and plants. A qualitatively dif- 
ferent “mucous membrane phase,” “septicemic 
phase,” and “test-tube phase” of the same micro- 
organism were inconceivable. In contrast with this 
historical point of view, the new theory of bac- 
terial pleomorphism assumes the existence of 
such “antigenic variants.” Some of the test-tube 
“phases” of B. typhosus, for example, are known 
to be so different in their effective antigenicities 
as to resemble wholly unrelated bacterial species. 


To prepare logical nonviable specific vaccines, 
therefore, the new pleomorphism insists that fully 
virulent pathogenic micro-organisms must be used, 
that they must be isolated directly from human 
cases without passage through lower animals and 
grown exclusively on normal human tissue prod- 
ucts, or on nonspecific media enriched with un- 
denatured human specificities. Finally, the result- 
ant bacterial growth must be killed without the 
denaturing effects of heat, x-ray, bacteriophage, or 
chemical antiseptics. 

An approximation to this theoretical ideal has 
been developed by Doctor Kreuger of the Depart- 
ment of Bacteriology, University of California, 
for the pertussis vaccine, whose clinical efficiency 
is currently endorsed by Doctors Stallings and his 
colleagues ' of the Department of Pediatrics, Uni- 
versity of California. The Krueger strain of the 
pertussis bacillus was isolated from the present 
California epidemic, and was grown exclusively 
on human-blood-enriched culture medium. The re- 
sultant growth was harvested in buffered Locke’s 
solution, was freed from metabolites by centrifu- 
gation, and killed by mechanical disruption in a 
special ball-mill designed for this purpose.? Since 
the Chamberland and Berkefeldt filters were 
found to alter the antigenic properties of the re- 
sultant colloids, the disrupted antigen was freed 
from the few remaining intact bacteria by passage 
through a specially calibrated colloidal filter. A 
water-clear sterile filtrate was obtained. 

Thus far the Kreuger antigen has been used in 
over two hundred reported cases in Fresno and 
the Bay region. Comparison has been made with 
62 untreated cases, and with 129 cases treated 
with ordinary commercial pertussis vaccine. In 
judging the relative effects of the two vaccines, 
the following criteria were adopted : “When severe 
symptoms, such as hard paroxysmal coughing, 
whooping, and vomiting subsided within a week 
after beginning the vaccine therapy, the results 
were considered excellent; within two weeks, 
good; within three weeks, fair; three weeks or 


+ Part I of this series was printed in the February CaLi- 
FORNIA AND WESTERN MEDICINE, page 116; Part II in 
March, page 188; Part III in April, page 275; Part IV in 
May, page 380; Part V in June, page 447; Part VI in July, 
page 59. 

1 Stallings, M., Frawley, J. M., Kreuger, A. P., Smyth, 
F. S., and Nichols, V. C.: Preliminary Clinical Report on 
a New Pertussis Antigen. Read at the annual meetings 
of the Society for Pediatric Research, New York, N. Y., 
May 6, 1933. (To be published.) 


2 Kreuger, A. P.: Jour. Infect. Dis., 52 (in press), 1933. 
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more, poor.” In the untreated group the symp- 
toms usually persisted for from six to twelve 
weeks. In the group treated with commercial vac- 
cine, but 47 per cent gave evidence of positive 
therapeutic effects. In the two hundred reported 
cases treated with the Kreuger antigen, 62 per 
cent were classified as excellent results; 25 per 
cent, good; 6 per cent, fair. In only 7 per cent 
were the results negative, as contrasted with 53 
per cent negative results with the commercial 
vaccine. 


Since the Kreuger vaccine was prepared from 
a strictly local epidemic, its proponents do not pre- 
dict that it will be equally as effective in other 
localities or in other California outbreaks. More- 
over, the keeping power of the Krueger antigen 
is as yet undetermined. 

Stanford University. 

W. H. MANwarina, 


Palo Alto. 


THEOBROMIN REENFORCEMENT OF 
DIGITALIS ACTION * 


The therapeutics of abnormal cardiac condi- 
tions is limited, and any suggestion likely to 
extend its boundaries is welcome. In recent years, 
coronary disturbances have received the greatest 
amount of attention in the field of cardiology. 
This has led to a search for coronary dilators, 
with a correspondingly increased study of the 
xanthin group of drugs. Experimental studies in 
general show this group to have an appreciable 
coronary dilator action, which is particularly evi- 
dent when theobromin and theophyllin and their 
derivatives are used. This action is stronger in the 
case of theophyllin, but is not inappreciable in the 
case of the cheaper and more readily procured 
theobromin. If there is anything in the deficient- 
circulation theory of the pain occurring in angina 
pectoris, and in coronary sclerosis and thrombosis 
(and there certainly seems to be), the astonishing 
results obtained in the relief of this pain by the 
use of the drugs mentioned surely confirm the 
experimental results. 

Because of this action in increasing the coro- 
nary blood flow, some physicians use these sub- 
stances prophylactically to retard, if possible, the 
final breakdown of the heart. Continuous ad- 
ministration, even in the absence of symptoms, 
in coronary and in simple senile heart cases, by 
maintaining a constantly increased supply of blood 
to the myocardium retards, at least theoretically, 
the changes due to age, the inevitable fibrosis, 
and serves to strengthen whatever muscle fiber 
may still be present. And I may say that clini- 
cal results do seem to bear out this theoretical 
reasoning. 

However, the point I desire to make is this: If 
we wish to concentrate a drug in a certain part 
of the body, or, in other words, if we wish to 
give a drug a greater chance to exert its effects 
on a part, it does seem logical that by determin- 


* Since the above was written, I have found that many 
patients who cannot tolerate the theobromin tmmediately 
after meals have no trouble at all if it is taken from one 
to two hours later, 
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ing a greater flow of blood to that part, when it 
is possible, we shall attain the end desired. The 
most commonly used drug in cardiotherapy by far 
is digitalis; but in many cases in which its action 
would seem to be desirable, digitalis seems to be 


without effect. I refer principally to those cases 
of cardiac fibrosis, now labeled senile heart dis- 
ease and previously called chronic myocarditis. 
In many such cases, when digitalis alone is en- 
tirely without effect its administration together 
with, or preceded for one or two weeks by theo- 
bromin sodium salicylate in the dosage of five 
grains (0.3 gram) after meals and at bedtime, is 
quickly effective. The theobromin salt alone will 
in many cases relieve the dyspnea present in this 
condition. 

A rather striking example was a case of rheu- 
matic heart disease with a chronic, nonprogressive, 
mitral endocarditis, and chronic auricular fibrilla- 
tion. Digitalis was without effect, although per- 
sisted in for some time and in varying dosage ; 
standardized tablets of one grain of leaf being 
used. The patient complained constantly of a feel- 
ing of fatigue. Immediately upon the administra- 
tion of theobromin coincidentally with the digitalis, 
the patient felt better, and the fibrillation showed 
great improvement—that is, a marked slowing to 
practically a normal rate ; the fibrillation, however, 
persisted at this lower ventricular rate. This may 
have been merely a coincidence, but the theobro- 
min effects observed in other cases led me to think 
otherwise. 

Recently, it has been reported! that digitalis is 
more toxic at high altitudes; and Leake,? citing 
this report, remarks that “it remains to be deter- 
mined whether or not acclimatization may alter 
the tendency indicated.” It seems to me that this 
is consistent with what has already been said. To 
bring to the heart a greater portion of the digi- 
talis administered, it is necessary either to slow 
the coronary circulation so that the digitalis pres- 
ent in the blood may be more thoroughly taken 
up, or to increase the amount of blood passing 
through these vessels. Decrease in the rate of the 
coronary blood flow occurs with slowing of the 
heart, while increase is effected with an increased 
heart rate. On removal to a high altitude, one 
of the adaptive responses of the body is an in- 
creased heart rate, one of the conditions causing 
a more rapid coronary flow. Whether the increase 
in red cells occurring at high altitudes plays any 
role in the increased toxicity of digitalis cannot 
be said. The part played by the blood cells in the 
action of drugs is unknown; as these cells have 
selective affinities for certain substances carried 
in the blood, it should be assumed that they may 
have some importance in drug action. It should 
not be assumed that the blood plasma alone carries 
these substances. If what has been said is correct, 
then it is only fair to assume that digitalis be- 
comes less toxic with acclimatization in such cases. 
This work would appear to bear out the main 
thesis of this paper. 


1 Lehman, A. J., and Hanzlik, P. J.: Proc. Soc. Exper. 
Biol. and Med., 30:140-143 (November), 1932. 


2 Leake, C. D.: Calif. and West. Med., 38:188 (March), 
1933. 
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At any rate, I consider the use of theobromin 
as mentioned to be worth while, keeping it in 
mind for digitalis-resistant cases. In those cases 
in which theobromin sodium salicylate causes gas- 
tric irritation, the sodium acetate salt may be used. 
So far (and I have used it for long periods in 
a great many cases) I have had very little trouble 
with the sodium salicylate preparation given in 
the doses suggested. This may be due to the fact 
that it is taken after food, when possible, and that 
at least half a tumblerful of water is taken with 
each capsule. 

746 Francisco Street. 

Louis BALTIMORE, 


Los Angeles. 


Treatment of Syphilis with Hyperpyrexia.—Epstein 
and Paul treated a group of twenty-eight patients 
with various forms of syphilis of the central nervous 
system by means of hyperpyrexia produced by dia- 
thermy. They used a diathermy apparatus capable of 
elevating the body temperature to 41.1 centigrade 
(106 Fahrenheit). They employed, with some modifi- 
cations, the technique of Neymann and Osborne. 
Striking improvement was noted in thirteen patients 
with tabes dorsalis. The relief of pain was an out- 
standing feature. Improvement was noted in patients 
with other types of syphilis of the central nervous 
system, but this was not as marked as in the tabetic 
group. Serologic changes did not parallel the clinical 
improvement. One fatality occurred early in this work. 
The patient was a man, age sixty-seven, with an ex- 
tremely demented type of dementia paralytica. He 
was obviously a poor physical risk, but because of the 
rapid progress of his dementia his private physician 
felt the risk justifiable. Death followed the first treat- 
ment. His temperature rose to more than 106.8 de- 
grees Fahrenheit—American Journal of Syphilology. 


Medical Overcrowding—Regarding specialists’ train- 
ing, I have a feeling that we are past the period of the 
six weeks’ specialist, and that the young men nowa- 
days who go into specialties make up their minds 
beforehand to a long period of training. There are 
certain important things that Doctor Gregg left out. 
The first is that there is a tendency to a definite over- 
crowding of the medical profession, and I think the 
meeting of that emergency is the greatest problem 
now before medical educators. One cannot sit in a 
dean’s chair and notice the struggle of young men to 
get located, compared with twenty years ago, and not 
be struck with the fact. I have thought, “How can it 
be settled under our American conditions?” and | 
must say my mind is very hazy; but I feel that the 
basic movement must come from the medical pro- 
fession represented by the American Medical Associ- 
ation and from the medical educators as represented 
by this body and the Association of American Medical 
Colleges. I feel that the most drastic steps should be 
taken to meet it. And I favor such drastic steps on 
the sociological argument that it is bad for the people. 
Anything that tends to overproduction in the medical 
profession tends to the outcropping of all that is bad 
in medicine. At present the medical profession is a 
high-minded, honest and reliable profession, taken as 
a whole, but in its midst there are always some shy- 
sters, some quacks, some abortionists, some men who 
have not been impregnated with the ethics of the pro- 
fession. When the exhibitions of competition become 
more drastic, I am certain that every one of those 
tendencies in the wrong direction will be exaggerated. 
As a protection for the whole people and not for the 
medical profession alone, I strongly advocate that we 
get right at this job to find out where we are stand- 
ing.—Discussion by Dean E. P. Lyon of Minneapolis 
at the twenty-ninth meeting of the Congress on Medi- 
cal Education, Chicago. 
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Current Trends in Medical Practice* 


By R. G. LeLanpb, M. D. 
Chicago, Illinois 


Of recent years the subject of economics has been 
given increasingly greater attention by the medical 
profession. At one time it was impossible for phy- 
sicians in some parts of the country to arrange meet- 
ings for the purpose of discussing medical economics; 
it was considered unethical to discuss such matters. 
Times have changed, and at present there is some 
danger that economic questions may be influenced by 
emotion rather than by careful thinking. Not more 
than a half century ago medicine was practiced largely 
by the use of the five senses, plus whatever instru- 
ments or medicaments the physician could carry in 
his handbag. A suitable history and a careful physical 
examination were considered all that was essential in 
making a medical diagnosis. The temperature was 
taken by placing the hand on different parts of the 
body. Fifty years ago, and perhaps even more re- 
cently, the sense of smell was used extensively to 
determine the presence of exanthemata. 

The next change in medical practice was a definite 
shift from the five senses to the various kinds of lab 
oratory technique. As the laboratory period became 
established all of the cells, tissues, secretions and ex- 
cretions of the human body were subjected to labora- 
tory examination or microscopic study. The next 
development to assist diagnosis and treatment was the 
x-ray, which opened to human observation the hidden 
cavities of the body. Before that time physicians 
could listen to the rales within the chest, but with 
the advent of the x-ray they could see the pathology 
which was responsible for the rales. As the various 
perfections of roentgenology were marshaled into the 
practice of medicine, and as the numerous processes 
of laboratory technique were developed, the five senses 
of the earlier practitioners were not only magnified 
but they were extended, and they were increased a 
thousandfold, so that it became easy to make a diag- 
nosis, and diagnoses were perhaps in some instances 
much more accurate. 

As a result of these scientific advances knowledge 
accumulated so rapidly and in such vast amounts that 
it became impossible for any single physician to know 
and apply all these refinements in his private practice. 
We find the general practitioners of earlier times be- 
coming the specialists of today. The first specialists 
were developed in the field of eye, ear, nose, and 
throat. In 1925 there were approximately 15,000 spe- 
cialists of all kinds; in 1928 there were 18,000; and in 
1930 there were 40,000. In 1915, 30 per cent of all 
graduates were becoming specialists; in 1920, 51 per 
cent of all graduates were limiting themselves to spe- 
cialities; today three-fourths of all the students in 
medical schools decide some time during their junior 
or senior years the specialty they are to practice when 
they become licensed. 

When roentgenology and certain of the newer 
methods of diagnosis were developing, the equipment 
for such work was very cumbersome and very costly. 
It was then necessary that patients be taken to the 
equipment, in order that the benefit of these newer 
methods might be secured. Now such equipment is 
greatly improved and much of it is easily portable so 


* From the office of the Bureau of Medical Economics, 
American Medical Association. Reprinted from the Jour- 
nal of the Indiana State Medical Association, June 1, 1933. 


that it can be taken to the home or sickroom. The 
former practice has thus been reversed. 

From 1900 to 1930 there was an increase in hospi- 
tals from more than 1,000 in 1900 to more than 7,000 
in 1930. In 1900 there were 421,000 hospital beds; in 
1930 there were 950,000 hospital beds. In 1920 there 
were 3,000 clinical and x-ray laboratories for the pur- 
pose of reducing the stay in the hospitals; in 1930 
they had increased that to 4,000. In 1920 there were 
2,500 x-ray laboratories connected with hospitals; in 
1930 there were 5,000 x-ray departments in hospitals. 
A few years ago 90 per cent of all cases of disease 
were treated by the general practitioner. Fifty-five 
per cent of these were treated in the home; 35 per 
cent in the physician’s office, and only 10 per cent were 
treated in the hospital. Now, more than 100,000 phy- 
sicians in the United States have some kind of hospi- 
tal connection or affiliation. It is believed that 90 per 
cent of all cases of disease can still be treated by the 
general practitioner with the amount of equipment 
that he can carry in his handbag; but the remaining 
10 per cent require all of the newer methods and re- 
finements of diagnosis and therapeutics, and all of the 
skill that the modern physician can bring to bear upon 
the case. 

During the period of less than half a century the 
practice of medicine has changed from an individual, 
independent, general practice, chiefly, to a practice in 
which the specialist is rapidly becoming, if he is not 
already, the dominant figure or limited practitioner. 

Much has been said and written in recent years 
concerning the quality of medical care received by the 
various classes of the population. The population has 
been divided, perhaps arbitrarily, according to income, 
namely, the rich, the poor, and the so-called middle 
class. It is claimed that the rich receive the best of 
medical care and that the large class of working 
people, whose income is small, find it extremely diffi- 
cult to get the type and quantity of medical care 
which they deserve and need. Although we must ad- 
mit that good medical care is essential to happiness, 
and should be available for what the individual can 
afford to pay, it is necessary to make a distinction 
between good medical care, or that which is necessary 
and appropriate for the particular case, and the best 
medical care. The best medical care may never be 
available to all the population at all times for the 
amount they can afford to pay. It must be admitted 
that it is not always necessary to apply all of the 
methods of diagnosis and treatment to a particular 
case. It seems, then, that we should rather strive 
toward that time when all of the people will receive 
the best care that can be furnished for the amount 
they can afford to pay. Perhaps this can best be illus- 
trated by the cost of railroad transportation. One can 
buy a railroad ticket that will take him from New 
York to San Francisco safely, the thing which he 
expects it to do. If he buys a coach ticket, it will be 
necessary for him to sit up all the way. With a little 
more money he can buy a tourist ticket, which will 
give him more comfortable accommodations. For still 
more money he can buy a Pullman ticket that will 
provide a berth in which to sleep. Or if he wishes to 
pay the price he can buy a compartment or a drawing- 
room. If he desires to get to his destination more 
quickly and is able to pay the fare, he may travel by 
air transportation. Any one of these means will take 
him from New York to San Francisco safely, but for 
increasing degrees of comfort or luxury and saving of 
time he must invest more money. 
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There have been many experiments during the last 
few years in methods of administering medical care. 
Many communities are now supporting some forms of 
medical practice which are recognized by those com- 
petent to judge as unsatisfactory, inadequate, and not 
economically sound. For example, there are: lodge 
practice, mutual benevolent associations, insurance 
schemes of various kinds (although they are not al- 
ways labeled as insurance schemes), and flat rate 
monthly schemes for medical care that have been de- 
veloped by newspapers, by medical groups, by county 
medical societies, by individual physicians, and others. 

The practice of medicine represents a division of 
labor in the general economic system. It has for its 
object the protection of public health. Although it has 
become a fairly distinct entity as compared with other 
members of the economic order, it always has been 
more or less influenced by those factors which influ- 
ence all branches of general economics. It has been 
charged that the medical profession should perfect 
some method by which the people of the country can 
secure at all times adequate medical service regard- 
less of their ability to pay. To make such a charge 
is both unfair and unreasonable. The medical pro- 
fession of the United States consists of about 15/10000 
of the entire population. The medical profession has 
practically no controlling influence over employment, 
industry, marketing, business, banking, the value of 
foreign credits and other general economic factors, all 
of which influence the degree to which the population 
in general has the ability to buy medical service. 


Medical practice, as the general economic trends 
change, will undoubtedly undergo some change, but 
it is necessary for county medical societies to decide 
whether a change in medical practice is necessary in 
their respective communities. Change, for the sole 
reason of practicing medicine in a different way, is 
never worthy. 

The type of medical practice which is to evolve 
from the present situation lies very largely, if not 
entirely, in the hands of the medical profession. It is 
not enough for medical men to read articles, to go to 
organization meetings and hear talks and then to re- 
turn to their homes and say and do nothing more 
about it. The future of medicine lies within the hands 
of every physician. It is not alone the responsibility 
of the American Medical Association; it is not alone 
the responsibility of the officers of your State Associ- 
ation; it is not alone the responsibility of your county 
organizations. It is the responsibility of every mem- 
ber of organized medicine to know the trends in medi- 
cine today, to know tendencies toward contract prac- 
tice, toward health insurance, and toward every other 
method which has for its object the exploitation of 
both the public and the profession for the profit of 
lay promoters and lay organizations. 

In times of economic stress there is always a de- 
mand for change. Whether this demand is made of 
the medical profession or of other members of the 
economic order the question should always be asked 
whether the change that is demanded will bring to 
the organization or to the public advantages that are 
greater than those which the change supplants. 

Before accepting any of the new systems of medical 
practice a careful examination of the schemes is neces- 
sary. Are these new systems of medical practice 
better for the public and the individual than the type 
of medicine which is being practiced today? Is the 
medical profession, in accepting a change, lowering 
its standards of quality of care? Are the proposed 
changes based primarily upon financial or economic 
distress, or are they based upon better service to the 
sick individual? Will the newer types of medical 
practice result in a more unified and coherent medical 
organization, and are these new types of medical prac- 
tice to be controlled by the medical profession? Un- 
less these questions can be answered satisfactorily for 
the good of the public, the profession is not justified 
in endorsing or entering upon any particular new plan. 

The hope of solving the present problem of medical 
care lies, first, in carefully planned and exhaustive 
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studies, conducted without prejudice and without pre- 
conceived ideas or bias of any kind. It is necessary 
that every physician participate in this work to some 
extent. Not until facts are available upon which it 
can act intelligently is the medical profession justified 
in admitting that a change in medical practice is 
necessary. 


CANCER COMMISSION * 


REPORT OF COMMITTEE ON SKIN AND 
MOUTH TUMORS 


Part I. Keratoses 


PREAMBLE 


A consideration of cancer of the skin would be 
somewhat incomplete if it did not also embrace the 
keratoses. The latent possibilities of these fairly com- 
mon lesions should be the more emphasized inasmuch 
as some attach little importance to them. They ap- 
parently fail to realize that these lesions, painless, of 
small significance clinically, and often complained of 
only because of their unsightliness, may eventually 
develop into skin cancer in its most serious form. 
These lesions, not definitely epitheliomatous, yet so 
often prodromic of cancer as to be considered by some 
authorities part of the same phenomena, will be con- 
sidered first. 


I. KERATOSIS SENILIS 


This condition occurs in individuals of and beyond 
middle age. It may be found in earlier years in those 
who are subject to inclement exposure—sailors, rail- 
road men, etc. The areas most commonly involved 
are the face, ears, neck, and dorsum of the hands. 
They manifest themselves mainly as flat, slightly 
elevated, irregularly shaped patches composed of ad- 
herent crusts or scales, yellowish brown to dark brown 
and even blackish in color. The crusts may be greasy, 
but are usually dry and hard. When removed their 
undersurfaces often show horny prolongations which 
fit into the small cavities which remain. Their re- 
moval will often be followed by bleeding; if not, the 
undersurfaces are moist and reddened and bleed easily. 

Flat, seborrheic keratoses or warts should readily 
be differentiated from the above, with which they are 
sometimes confused. These latter have different clini- 
cal features, different distribution (as on the trunk), 
and do not tend to develop into epitheliomas. 


Treatment: Any method resulting in destruction of 
the lesion is acceptable—freezing with carbon dioxid 
snow, electrodesiccation, cautery, curetting with cau- 
tery of base, etc. 


2. LEUKOPLAKIA 


This is considered a keratosis of the mucous mem- 
brane, a syndrome due to various causes—a modifi- 
cation of the epithelial tissue due to toxic, vascular or 
artificial irritations. The lips are most frequently in- 
volved, but this condition may be found on any part 
of the surfaces of the oral cavity. In considering 
leukoplakia it is well to remember the aphorism, 
“Look backward toward syphilis and forward toward 
malignancy.” It may, with justification, be divided 
into the mild and the marked forms. 

Mild Form.—This is characterized by spots or patches 
of various size and outline, smooth and bluish white 
in color. They are not much thickened, but may be 


* The Cancer Commission was brought into being by the 
House of Delegates of the California Medical Association 
to aid in the furtherance of all efforts to combat cancer. 
The roster of officers and the central office of the Com- 
mission to which communications may be sent is printed 
in this issue of CALIFORNIA AND WESTERN MEDICINE (see 
front cover directory). This column is conducted by the 
Secretaries of the Commission. 
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very slightly raised, usually sharply marginated, some- 
times the borders fading into the normal mucosa. 
These patches are quite adherent and cannot be peeled 
off without traumatizing the parts below. Occasion- 
ally small particles are desquamated. If situated on 
the lips, small fragments are usually either bitten off 
or pulled off by the patient. 

Marked Form.—Usually the same patch will demon- 
strate varying stages from the above to where the 
thickening of the mucosa is quite marked. Hard, 
snow-white thick patches with sometimes roughened, 
but usually smooth surfaces firmly attached to the 
underlying tissues may be observed. As they become 
chronic, crevices may develop; patches may be des- 
quamated out of the mosaic coverings only to be 
rapidly filled in again. Rarely ulcers and horny pro- 
tuberances form, both of these conditions usually 
being the early prelude to epitheliomatous changes. 
The course of both types is very irregular, usually of 
definite though slow progress. It may persist through 
life in stationary form, or it may even subside and 
disappear; but is prone to recur. Some continental 
authorities place the frequency of epithelioma in leuko- 
plakia from 30 to 40 per cent, but it must be recog- 
nized that mouth hygiene among the old world masses 
is an undeveloped art, and this may account for the 
extremely high incidence. 

Treatment: 

(a) Investigate the possibility of syphilis. 

(b) Strict buccal hygiene (elimination of tobacco, 
alcohols, condiments, and spiced foods; cleansing and 
adjustment of all teeth; removal of all local irritants, 
including metallic fillings or crowns). 

(c) The use of soothing and weak alkaline mouth 
washes. 

(d) Marked form: Freezing, electrodesiccation or 
cautery are appropriate. 

With regard to radiation for obstinate cases of 
leukoplakia, some difference of opinion was developed. 
Some members believed it advisable; the majority re- 
garded it as ineffective and likely to be dangerous and 
to be used only in the presence of malignant change. 


3. ULCERS 


In general, it may be stated that simple chronic 
ulcers are not prone to develop into epitheliomas. 
There are, however, three main exceptions—the ulcers 
of leukoplakia areas, the ulcers of radiodermatitis, and 
ulcers in burn scars. All types usually eventuate as 
squamous cell epitheliomas. Such ulcers should be 
treated by radical destruction with electrodesiccation, 
electrocoagulation, or the actual cautery. Scalpel ex- 
cision is in order if the whole area, including a gener- 
ous margin of normal skin, can be removed. One 
member of the committee calls attention to the tend- 
ency of epitheliomata in old ulcers to metastasize 
slowly and to the consequent fact that adequate local 
excision will often accomplish cure without amputa- 
tion. Radium should not be used in the treatment of 
lesions due to radiation necrosis. 


4. SCARS 


Cicatrices may occasionally become the starting 
point of cancer, especially the scars of extensive burns 
or those resulting from injudicious radiation exposure. 
When such cancers develop they are ordinarily of the 
Squamous cell variety. 


Part II. Epitheliomas 


PREAMBLE 


These result from an atypical proliferation of the 
epithelial structures of the skin. There are many clini- 
cal forms, some relatively benign, some malignant. 
There are two main types, one consisting of cells of 
the type seen in the basal layer of the epidermis and 
known as basal cell epithelioma, the other resembling 
the squamous layer and known as squamous cell epi- 
thelioma. There are many synonyms, but the above 


CANCER COMMISSION 





































































137 


terms are adequate for our purpose and will be less 
misleading. The former type rarely metastasizes and 
is, comparatively, benign. The latter commonly me- 
tastasizes and is, therefore, relatively malignant. By 
“relatively” we mean that we are of the opinion that 
while the great preponderance of the squamous cell 
epitheliomas in their early stages are readily controlled 
by modern methods of procedure; some few of them, 
irrespective of how capably treated, tend to recur and 
metastasize. Although the above definite separation of 
the two types generally obtains, it sometimes happens 
that the one type merges with the other, producing 
what is known as the mixed type. In this variety the 
histopathologic evidence differs when taken from dif- 
ferent parts of the same tumor, different slides show- 
ing dominantly the basal cell, squamous cell, or mixed 
characteristics. This emphasizes the necessity of mak- 
ing sections from different parts of the same tumor. 
Epitheliomas occur most frequently on the face and 
hands of elderly persons. Experience has demon- 
strated that most of those situated on the dorsum of 
the hands are of the squamous cell type. It was for- 
merly believed that a particular distribution on the 
face was a fairly definite indication of type, but this 
assumption has recently been demonstrated to be un- 
warranted. Clinical types of epithelioma differ widely. 
The same type has also a variety of forms. Appreci- 
ation of these minor differences is gained by experi- 
ence alone. 

Clinically, epitheliomas may be flat and superficial, 
deep and nodular, papillomatous or fungoid. 

Superficial Epithelioma—This type usually originates 
in a keratotic thickening of the skin accompanied by 
redness, the surface beneath the crust then showing 
as a superficial ulcer which gradually develops the 
characteristics of an epitheliomatous ulcer; or it may 
demonstrate itself early as a pin-head to bean-sized, 
smooth, firm, waxy, translucent nodule, whitish in 
color, with fine blood vessels ramifying over it. It 
may remain for years unchanged in this state; there 
may be but one or several nodules grouped together. 
These nodules proceed quite slowly to ulceration when 
fresh nodules are formed, and it is due to this process 
that so many varying clinical pictures of the same 
entity may be produced. Crusts form on these ulcers 
which in turn are desquamated or removed by trauma, 
disclosing a large ulcer with each successive denuding. 
Attempts at cicatrization are apparent in most of 
them. In fact, some cases show a complete scar-like 
surface, with papules or nodules being found at the 
border only. These are, in the main, the superficial 
or basal cell epitheliomas, the slow nonmetastasizing 
forms. 


Deep Epithelioma—This form may originate in the 
superficial type or develop independently. In the latter 
instance it begins as a small firm nodule. It may be 
rounded or take the form of a plaque with lateral 
extensions into the surrounding and deeper tissue. 
These are of firm consistency, having a fairly charac- 
teristic feel. The surface is pinkish and usually has 
fine blood vessels ramifying over it. Ulceration may 
occur. The base and walls are definitely indurated, 
the floor usually irregular, and they may show papil- 
lomatous or fungoid growths, usually associated with 
a viscid hemorrhagic or purulent discharge; the edges 
may be everted or undermined, but in most instances 
are thickened and indurated. These ulcers extend 
more rapidly than the former type, both deeply and 
peripherally, causing at times no small degree of local 
destruction. If of the squamous cell type there is 
often involvement of the lymphatic glands with gen- 
eral metastases followed by a fatal termination. 

We believe it impossible in many instances to differ- 
entiate clinically between the basal and squamous cell 
types. This in itself warrants biopsy, not only as a 
guide to scientific diagnosis, but as a means of guid- 
ance in therapeutic procedure. The question of the 
dangers attendant on biopsy is a moot one and is 
justifiably so, inasmuch as one has little data upon 
which to base one’s opinions. However, the opinion 
is offered that the danger of dissemination of any 
vegetative cells within the few minutes necessary to 








































































obtain frozen section findings is not great. Ideally, 
we believe that a biopsy should be done at the time 
of operation, but in actual practice an immediate 
frozen section is not demanded. It may be suggested 
that the best biopsy is an excision of the entire lesion 
when this can be done without mutilation. If radi- 
ation is contemplated for treatment of the lesion, it 
is recommended that biopsy be done after radiation 
therapy has been begun. Instead, one may destroy 
the lesion widely, including a wide margin of normal 
skin, and send a portion of the growth to the labora- 
tory for classification later. The obvious mode of pro- 
cedure, in the absence of any histologic data or in 
the presence of a definite degree of uncertainty, is the 
radical one. Opinions vary regarding the efficacy of 
histopathologic grading, and while we believe the 
method to be of value, we feel there is much to be 
desired from it even in the hands of experts, and one 
cannot be condemned for accepting a pathologist's 
prognosis with a certain degree of trepidation. 


EPITHELIOMAS OF THE SKIN 


Basal Cell Epitheliomas of the Skin—The general 
characteristics of these growths have been mentioned 
above. They occur most frequently on the faces of 
elderly persons. Although they do not metastasize 
they may produce extensive local destruction and, 
hence, demand removal. 

Treatment: They should be destroyed thoroughly 
by whatever method is best known to the individual 
operating. It is our opinion that the actual cautery, 
surgical excision, or radiation therapy are all reliable.* 

Inasmuch as the purely basal cell epitheliomas do 
not metastasize, no therapy need be directed against 
the regional lymph nodes. 

Squamous Cell Epitheliomas of the Skin—The general 
characteristics of the lesions have been mentioned 
above. They are seen most frequently on the faces 
and dorsum of the hands of elderly persons and at 
the mucocutaneous junction. In contradistinction to 
the basal cell epitheliomas they quite commonly me- 
tastasize. Hence, treatment must not only be di- 
rected toward the local growth, but due consideration 
must be given to the regional lymph glands. 

Treatment: Again, as in basal cell epitheliomas, 
there is difference of opinion as to best treatment, 
and alternate methods are apparently acceptable—radi- 
ation, cautery destruction, surgical excision. Destruc- 
tion should be even more widespread, deep and radi- 
cal. If the regional lymph glands are involved, they 
should be removed by block dissection. Preoperative 
and probably postoperative radiation should be given. 


EPITHELIOMAS OF THE LIP 


Whenever any fissure, ulcer, erosion or wart growth 
remains on the lip for a period longer than two to 
four weeks, one should suspect it to be malignant or 
potentially malignant. 


Although basal cell epitheliomas do rarely occur on 
the lip (especially the upper lip), the hight percentage 
of lip cancers are of the metastasizing (squamous cell) 
type. 

Treatment of local lesion: In general we hold to 
our principle that thorough removal or thorough de- 
struction of the entire growth is necessary. The 
method of destruction which is to be used must be 
that with which the surgeon is most familiar. Electro- 
coagulation, actual cautery, thorough excision, or ade- 


* Note by Cancer Commission.—Difference of opinion, 
apparently irreconcilable, exists on this point. Some of 
the members of the Dermatology Committee insist that 
electrodesiccation is the method of choice. On the other 
hand, the Radiology Committee’s report, previously pub- 
lished, pointed out that the great majority of basal cell 
epitheliomas are highly radiosensitive, and in the absence 
of bone or cartilage involvement, this method of treat- 
ment usually results in cure and is preferable, therefore, 
to surgical or electrocoagulation methods, except in the 
occasional radio-resistant lesion. 

The Cancer Commission calls attention to this diversity 
of opinion without indorsing or condemning either method 
to the exclusion of the other. 
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quate radiation are standard procedures. Any of these 
methods will suffice for the control of the local growth 
if the removal is sufficiently radical. 

Treatment of the lymph node extension: + Lymph 
gland dissection is a question of the greatest impor- 
tance, and we recognize the opposing opinions of 
many clinicians. If the glands of the neck show defi- 
nite involvement, but not to the degree of seeming 
hopelessness, we believe that radical neck dissection 
in conjunction with radiation therapy is in order. 

If, on the other hand, there are no palpable glands 
we find ourselves in a dilemma. In such a case we 
believe that one can depend somewhat upon the de- 
gree of malignancy and the depth of invasion of the 
primary growth on the lip as judged by clinical and 
laboratory standards. 

The following method of solving this problem is 
suggested. No biopsy is to be done until the patient 
is on the table ready for operation. A generous por- 
tion of the tumor is removed for immediate frozen 
section. Depending upon the pathologist’s report and 
upon the clinical findings, one must decide as to his 
procedure in regard to the glands of the neck. If the 
lesion is superficial and nonindurated, and if the pa- 
thologist reports it to be of a low grade of malig- 
nancy, dissection of the glands may be omitted, but 
if induration is present, plus involvement of the muscle 
and a high degree of malignancy is determined on 
frozen section, the glands should be removed by block 
dissection. Pre- and postoperative radiation would 
seem to be in order. Where preoperative radiation 
has not been given, those cases that have had glandu- 
lar involvement should have postoperative.i 

Some members of the committee felt that no dis- 
section of the neck should be undertaken in those 
cases in which no glands can be felt. If glands can 
be felt in the neck, then a block dissection of the neck 
is carried out, either preceding removal of the growth 
in the lip by one or two days or at the same time. 


EPITHELIOMAS OF THE TONGUE 


Although practically all cancers of the tongue are 
of the squamous cell type, and all highly malignant, 
there are two subdivisions which vary slightly in the 
degree of malignancy. There is a deeply destructive 
infiltrating type which produces craterform ulcers. 
This type is particularly malignant. The other type is 
more productive of papillomatous and warty growths 
which arise above the surface of the tongue and, al- 
though highly malignant, has a better prognosis than 
the destructive type. 

Treatment: In our opinion, radical destruction of 
the growth by means of the actual cautery or electro- 
coagulation, or competent treatment of the entire in- 
volved area by means of interstitial radiation, is prefer- 
able to surgical excision. If the growth is very large, 
radium implants in the form of needles or seeds will 
serve to shrink it down and furnish a palliation. In 
certain cases a combination of radium and other de- 
structive measures may seem to be in order. If the 
growth seems inoperable, radium should generally be 
used because of its marked palliative action. 

The neck is not dissected unless glands are felt. 
If glands are palpable, block dissection of the neck 
should be done. Preoperative radiation should be 
given. It is often advisable to ligate one or both 
external carotid arteries. 


PIGMENTED MOLES AND MELANOMAS 


Solitary, blue-black moles should be removed by 
one skilled in this work. Incomplete removal is con- 
demned. Removal should be by wide surgical ex- 
cision.? 

+ Note by Cancer Commission.—For additional discus- 
sion of treatment of lymph-gland area in lips and mouth 
cancer, see Appendix, also report of Radiology Committee. 

t Note by Cancer Commission.—It has been suggested 
that massive (cauterizing) radiation has destroyed these 
lesions. (See report of Radiology Committee.) The Can- 
cer Commission believes, however, that wide surgical 
removal is the safest procedure. 
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Appendix 
LYMPH GLANDS IN CANCER OF LIP AND MOUTH 


Sharp and irreconcilable difference of opinion arose 
in committee discussions over the proper procedure 
to be followed regarding the lymph-node bearing area 
in epitheliomata, especially of the lip. It was possible 
to reach agreement that, in general, surgical resection, 
radiation or cautery destruction of the primary lesion 
in lip cancer are equally safe methods. Men who pre- 
ferred one method agreed, nevertheless, that other 
methods are acceptable. 

Upon the question of whether dissection of the neck 
should be performed in the absence of palpable meta- 
static glands, it was impossible to reach agreement. 

The Commission, therefore, undertook to ascertain 
the perenne practice of authorities throughout the 
world. 


Of forty inquiries sent out to surgeons, radiologists, 
dermatologists and cancer clinics throughout the world, 
thirty were answered. The replies have been tabulated 
and a summary shows that there is a disagreement 
throughout the world corresponding to that appearing 
in California. The question is one remaining to be 
settled. 

From the replies obtained the following is sum- 
marized: 

(a) In the presence of cancer of the lip of sufficient 
size, duration or microscopic evidence of deep invasion 
to suggest possible metastasis, two-thirds of the cor- 
respondents (twenty) do not do dissection of the 
lymph glands if none are palpable, while one-third 
(ten) dissect the neck without waiting for gland 
enlargement. 

(b) Of the group maintaining a conservative atti- 
tude (not dissecting the neck in the absence of gland 
enlargement) approximately two-thirds (fourteen ver- 
sus six) give prophylactic radiation to the neck. This 
is done either by x-ray or radium pack or a combi- 
nation. 

In general a similar divergence of practice holds 
for cancer of the tongue and buccal mucous mem- 
brane. A detailed study of the replies received will 
be the subject of a separate communication to be 
published later. 


COMMITTEE ON SKIN AND Moutu Tumors. 


H. Sutherland Campbell, Harry E. Miller 
Chairman William Ophiils* 

H. J. Templeton, Charles E. Schoff 
Secretary George S. Sharp 

Harry E. Alderson Henry J. Ullmann 

Stanley O. Chambers Stuart C. Way 

Leo Eloesser Louis F. X. Wilhelm 


* Deceased. 


Cancer Producing Substances—It was announced last 
year that a pure chemical substance, dibenzanthracene, 
a synthetic product, had been found to possess power- 
ful carcinogenic properties so that, when applied to 
mice, it caused cancer with considerable frequency. 
One of the dibenzanthracene series—namely 1:2:5:6— 
dibenzanthracene, provide to be the most potent can- 
cer-producing substance so far encountered. This 
substance dissolved in fats has been used, success- 
fully, to produce connective tissue tumors and _sar- 
comata in rats and mice and is being tried on a 
variety of other animals. Subcutaneous injections in 
lard have caused spindle-celled sarcomata in thirty- 
one out of a total of ninety-three mice and in fifteen 
out of a total of sixty-seven rats. These tumors are 
true sarcomata and can be passed on by grafting into 
other rats or mice. In some cases the tumors have 
now reached as many as thirty-seven generations. 
The reaction of different animal tissues to tumor pro- 
duction is one of the subjects upon which this work 
may be expected to shed light—Ninth Annual Report, 
British Empire Cancer Campaign, 1932. 
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Drugs in Cancer.—There is no scientific and medical 
evidence to show that any drug or combination of 
drugs will cure cancer. A radio talk delivered recently 
by Lord Moynihan, one of the world’s leading cancer 
specialists, and president of the Royal College of 
Surgeons, England, against quackery in the sale and 
promotion of alleged cancer “cures” is worthy of repe- 
tition at this time in the United States. The British 
surgeon declared: 

“The cancer curer is still a curse in every land, and 
the most pathetic credulity as to his claim is shown 
by people who should know better.” 

When taken in the early stages, cancer may be cured 
by surgical treatment. But the Food and Drug Ad- 
ministration is convinced that the sale of so-called 
cancer “cures” results not only in economic loss to 
the buyer, but, and far more important, may give the 
purchaser a false sense of security at a time when im- 
mediate action must be taken if the disease is to be 
cured. 

In twenty-four years’ regulatory operation of the 
Federal Food and Drug Act the Administration has 
instituted more than seventy court actions against 
more than forty so-called cancer “cures.” In the rare 
instances where such fakes enter interstate commerce 
today the Government takes immediate legal action 
under the law.—United States Daily, April 1, 1932. 


Protection by “Mustard Gas.’—It was noted some 
time ago that ‘mustard gas” seemed to possess a 
power of retarding the production of cancer by these 
and other carcinogenic agents. Work has been pro- 
ceeding in this field. It has now been established that 
a 0.05 per cent solution of mustard gas applied to the 
skin of mice who were being treated with dibenzan- 
thracene entirely prevented the appearance of tumors. 
As the applications of the mustard gas were not made 
synchronously with the applications of dibenzanthra- 
cene the possibility of a chemical effect upon the car- 
cinogenic agent can be excluded. The conclusion is 
therefore suggested that mustard gas exerts a biologi- 
cal effect on the body cells whereby, in some curious 
and unknown manner, the effects of the cancer pro- 
ducing substance are counteracted. It should be noted 
that whereas all the mice, with a single exception, 
which had been used as “controls” in these experi- 
ments (that is to say had remained untreated) devel- 
oped tumors, no tumor appeared in the case of the 
mice treated with dibenzanthracene and mustard gas. 
—Ninth Annual Report, British Empire Cancer Cam- 
paign, 1932. 


Foundation for Cancer Research—William H. Don- 
ner, retired steel manufacturer of Villanova, Pa., has 
established a fund of $2,000,000 for the furtherance 
of cancer research on a world-wide basis, to be known 
as the International Cancer Research Foundation. 
Mr. Donner stipulated that the fund should not be 
used to erect new buildings or laboratories, but to 
assist “scientists to develop new theories and new 
research workers and to increase general interest in 
the cancer problem. The income of the fund is to be 
distributed to institutions throughout the world, not 
more than 35 per cent to any one and not more than 
from 50 to 60 per cent within the United States. Mr. 
Donner, who established the fund because of the death 
of a son in 1929, will act as president; Thomas S. 
Gates, LL. D., president of the University of Penn- 
sylvania, Philadelphia, is vice-president, and the di- 
rectors are Edward D. Weidlein of Mellon Institute 
for Industrial Research, Pittsburgh, and former Sen- 
ator George Wharton Pepper, Philadelphia—The 
A.M. A. Journal, July 2, 1932. 


How necessary health is to our business and happi- 
ness, and how requisite a strong constitution, able to 
endure hardship and fatigue, is to one that will make 
any figure in the world is too obvious to need any 
proof (John Locke, 1690).—W eekly Bulletin, California 
Department of Public Health. 
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OFFICIAL NOTICE 


The fall meeting of the Council of the California 
Medical Association will be held in Los Angeles in 
September, the date to be published later. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
IMPERIAL COUNTY 


The regular June meeting and dinner of the Im- 
perial County Medical Society was held on June 20 
at the De Anza Hotel, in Calexico. After dinner the 
meeting was called to order by Doctor Parker, and 
a short business meeting ensued. A resolution was 
passed that the next regular meeting, Tuesday, Sep- 
tember 3, be held in Brawley. 

Doctors Barmore, Minna, and Kortheur of Calexico 
were accepted as new members. 

Dr. Julian Cohn of Los Angeles presented a paper 
on Newer Treatment of Hay Fever that was much en- 
joyed and discussed by the members. Following this, 
motion pictures of Kanavel’s Diagnosis and Treatment 
of Infections of the Hand were shown and enjoyed. 

The society was then adjourned, to meet again in 
September, after the customary summer vacation. 

GeorGe C. HoLueran, Secretary. 


a 
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SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was called to order at 8:15 p. m. by 
Dr. J. F. Doughty, president, Thursday, June 1, in 
the Medico-Dental clubrooms, 242 North Sutter Street, 
Stockton. 

A letter from Mrs. M. E. Mack concerning a pro- 
posed colony for tuberculous patients was read. Doctor 
Dozier moved that the matter be laid on the table. 
Seconded and carried. 

Dr. Dewey Powell moved that, considering the 
nature of the program to be presented at this eve- 
ning’s meeting, all matters issued for publication be 
left to President Doughty or persons designated by 
him. Seconded and carried. 

The paper of the evening was read by Dr. Harry E. 
Kaplan under the title, The Preliminary Report of the 
Committee on Social Problems. 

Dr. G. H. Rohrbacher moved that this report be 
accepted as read and the committee be empowered 
to proceed to put their plans into action. The motion 
was seconded and carried unanimously. 

Dr. L. Dozier moved that the Advisory Committee 
be empowered to disseminate this report to their con- 
tacts or as they may see fit. This motion was sec- 
onded and brought out considerable discussion, but 
was finally carried unanimously. 

There being no further business the meeting ad- 
journed and refreshments were served. 

C. A. Broappus, Secretary. 
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CHANGES IN MEMBERSHIP 
New Members (16) 


Fresno County.—Elizabeth Ann Leggett. 

Imperial County—John B. Minna. 

Los Angeles County—Arthur G. Daniells, Jr., L. L. 
Jones, Charles LeRoy Haines, Thomas Francis Joyce, 
Bernard S. Pearson, John Conrad Redell, Jason Guild 
Wood. 

Riverside County—Emory Clement Boess. 

San Bernardino County—Edward Ewald Engel. 

San Diego County—S. D. Aiken, John R. Beardsley, 
J. Terrell Scott. 

San Francisco County—Jesse L. Carr. 


Santa Barbara County—G. Horace Coshow. 


Transferred (4) 

Joseph B. Blackshaw, from Contra Costa to Ala- 
meda County. 

Robert M. Furlong, from San Francisco to Marin 
County. 

D. Schuyler Pulford, from Yolo to Sacramento 
County. 

Milton H. Saier, from San Francisco to Santa Clara 
County. 

Resigned (3) 

Mary R. Butin, from Fresno County. 

Charles F. Mills, from San Luis Obispo County. 

Arthur E. Serns, from Santa Barbara County. 


du Memoriam 





Dickson, George Gillespie. Died in Los Angeles, 
June 27, 1933, age 47 years. Graduate of College of 
Physicians and Surgeons, Los Angeles, 1918. Li- 
censed in California, 1918. Doctor Dickson was a 
member of the Los Angeles County Medical Associ- 
ation, the California Medical Association, and a Fellow 
of the American Medical Association. 


a 


Dray, Frank Raymond. Died in San Francisco, 
June 24, 1933. Graduate of Harvard University Medi- 
cal School, Boston, 1898. Licensed in California, 1898. 
Doctor Dray was a member of the San Francisco 
County Medical Society, the California Medical As- 
sociation, and a Fellow of the American Medical 
Association. 


+ 


Russell, Tracy George. Died in San Francisco, 
June 18, 1933, age 60 years. Graduate of Columbia 
University College of Physicians and Surgeons, New 
York City, 1899, Licensed in California, 1900. Doctor 
Russell was a member of the San Francisco County 
Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 
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THE WOMAN’S AUXILIARY TO THE 
CALIFORNIA MEDICAL 
ASSOCIATION* 


Component County Auxiliaries 


Los Angeles County—The Woman’s Auxiliary to the 
Los Angeles County Medical Association had a bril- 
liant gathering this month, the last meeting until 
October, with Mrs. A. Bennett Cooke, president, pre- 
siding. The luncheon meeting was held in the banquet 
hall of Ebell Club. Dr. Frederick D. Woellner, Ph. D., 
professor of education, University of California, Los 
Angeles, known for his humor and wisdom, was the 
guest speaker of the afternoon. His subject was Civic 
Significance of Health. He said no man can do his 
work and “stand the gaff,” the impact of a critical 
public and meet it with ingenuity and creativeness 
unless the body resistance is sound. Society must 
keep down the many diseases assailing humanity— 
tuberculosis, social diseases, all infectious and con- 
tagious diseases. 

Sleep, perfect relaxation, diet, and interest in work 
make for resistance to disease. It is not things them- 
selves that get our “royal Angora,” but our attitude 
toward things. We must be capable of adjusting our 
lives to new situations, must have interest in our work 
and in life’s purposes, and keep stimulated and re- 
freshed along the way. A sense of humor keeps one 
relaxed, and is a great balm. Doctor Woellner says, 
“Something is wrong with civilization when only the 
pretzel maker or the stockbroker can make a fortune. 
The public must be educated to the knowledge that 
health is a social problem, not an individual one. Only 
that individual is healthy whose mind, soul, and body 
are in harmony with the Cosmos.” 


Mrs. Shiftbougher, chairman of Current Events, 
introduced Mr. W. B. Wright, who gave a most inter- 
esting book review on “100,000,000 Guinea Pigs.” 

Mrs. Cooke introduced as guests of honor Mrs. 
Samuel Cary Dunlop, president of the Ebell Club, and 
Mrs. Louise Ward Watkins, president of the Friday 
Morning Club of Los Angeles, and Mrs. Austin of 
Jakersfield. 

An interesting letter from Mrs. James F. Percy, 
national president of the Woman’s Auxiliary, was 
read. Mrs. Percy wrote from Milwaukee, where she 
was attending the American Medical Association. 

A letter from Mr. Ben Reed of the Public Health 
League was read in which he expressed appreciation 
for the Woman's Auxiliary. 
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San Diego County.—The regular meeting was held at 
the home of Mrs. W. H. Geistweit, Jr. The treas- 
urer’s report showed a balance of $278. This included 
$75 from a benefit bridge tea, but as all bills are not 
in yet, the final balance cannot now be stated. The 
bridge tea was given on June 6 for the benefit of 
the Crippled Children’s Society, particularly to assist 
in building up a reserve for treatment of infantile 
paralysis. 

Members were urged to visit VauClain Home, the 
home for the tuberculous in connection with the 
County Hospital. The president, Mrs. Charles E. 
Howard, reported one such visit. Dr. S. A. Parowski, 
speaker at the May meeting, had inspired interest in 
the home. Mrs. E. F. Birkenstock gave a concise and 
interesting summary of recent happenings in the medi- 
cal world. 


* As county auxiliaries to the Woman's Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Thomas J. 
Clark, chairman of the Publicity and Publications Com 
mittee, 40 Ross Circle, Oakland. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Clark and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate one page in 
every issue for Woman's Auxiliary notes. 
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Dr. Harry C. Steinmet, professor of psychology at 
San Diego State College, gave a very stimulating talk, 
based on the book “Our Neurotic Age.” Considerable 
discussion was provoked by the talk. 

Members were urged to inform the Courtesy Com- 
mittee during the summer of any ill members in order 
that flowers may be sent and calls made. The Auxili- 
ary adjourned until September. A delightful tea hour 
followed. Harriet L. Cosy, Secretary. 


Mercurochrome and Iodin as Disinfectants. —Sim- 
mons treated skin abrasions, superficial incisions and 
deep incisions, contaminated with undiluted broth cul- 
tures of either Staphylococcus aureus or Streptococcus 
pyogenes, for various periods of time with solutions of 
iodin and mercurochrome, respectively. Application 
of tincture of iodin to 151 wounds contaminated with 
staphylococci resulted in sterile cultures as follows: 
abrasions, 83.4 per cent; superficial incisions, 83.1 per 
cent, and deep incisions, 31.2 per cent; while its use 
on 59 wounds contaminated with streptococci resulted 
in sterilization as follows: abrasions, 75 per cent; 
superficial incisions, 80.9 per cent, and deep incisions, 
82 per cent. Of the 210 contaminated wounds treated 
with tincture of iodin, the cultures from 156, or 74.2 
per cent, were sterile. Mercurochrome used under 
similar conditions caused relatively little reduction in 
the numbers of viable test organisms and failed to 
sterilize any of the 210 wounds. Mercurochrome is 
comparatively so ineffective in the sterilization of con- 
taminated living tissues that it should not be con- 
sidered as a substitute for iodin.— Surgery, Gynecology, 
and Obstetrics. 





Clinical Significance of Leukopenia.— Mettier and 
Olsan present five cases of severe leukopenia of ob- 
scure origin and call attention to the different types 
of bone marrow reaction occurring in the various 
cases, namely, aplasia of the bone marrow, depression 
of leukopoiesis only, hyperplasia of the leukopoietic 
tissue, and hyperplasia of the erythropoietic tissue. 
They also report a case of leukopenia associated with 
lymphangitis of the arm in a woman in whom re- 
covery occurred during the course of the administra- 
tion of nucleotide K-96. Among the 10,000 case his- 
tories of the patients cared for in the University of 
California Hospital from 1920 to 1931, examination of 
the blood revealed leukopenia in 1,167, or 11.67 per 
cent, of the cases. Of the 1,167 cases, leukopenia 
occurred in 611 females, or 52.4 per cent, and in 556 
males, or 47.6 per cent. Leukopenia occurred fre- 
quently as a mild manifestation in patients with vague 
symptoms of one sort or another, such as chronic 
fatigue; 9.7 per cent of the cases of leukopenia were 
classified, therefore, as benign leukopenia of obscure 
origin. A table of the frequency incidence of leuko- 
penia is given—Annals of Internal Medicine, June, 1933. 


Cold Quartz Light in General Practice—Behneman 
gives a summary of the results of cold quartz radi- 
ation in eighty-one cases including sluggish ulcers, 
burns, endocervicitis, fistulas and rectal ulcers, Vin- 
cent’s infection (trench mouth), acne, boils and car- 
buncles, nasal antrum disease with sinus involvement, 
and lesions of the urinary tract. He states the ad- 
vantages of this type of generator as follows: It is 
within the wavelength of high germicidal action. It 
burns at a low temperature with possibilities of appli- 
cation directly to the skin, The orificial applicator has 
emission from its entire surface area. The grid lamp 
may be moved so that perpendicular ray exposure is 
possible at all times. Little erythema is evidenced for 
the radiation produced. There is a constancy of in- 
tensity. The handling and use are safe and convenient 
because of its light weight and detachability. There 
is usually a relatively low formation of pigmentation. 
There appears to be little of the red of the visible 
spectrum. It may be operated while in motion. The 
temperature at which it burns allows any design of 
applicator for insertion into body cavities.—Archives 
of Physical Therapy. 










NEWS 


Coming Meetings. 

California Medical Association, Riverside, California, 
April 30 to May 2, 1934. Emma W. Pope, M. D., 
Secretary, 2004 Four Fifty Sutter, San Francisco, 

Nevada State Medical Association, Las Vegas, Ne 
vada, September 29 to 30, 1933. Horace J. Brown, 
M.D., Secretary, Medico-Dental Building, Reno. 

Washington State Medical Association, Seattle, Au- 
gust 28 to 30, 1933. Curtis H. Thomson, 1305 Fourth 
Avenue, Seattle, Washington. 


Medical Broadcasts.* 


American Medical Association Health Talks.—TVhe 
American Medical Association broadcasts on Tuesday 
and Thursday from 9:15 to 9:20 a. m., Chicago day- 
light saving time, which is one hour faster than cen- 
tral standard time, over Station WBBM (770 kilo- 
cycles, or 289.4 meters). 

There is also a fifteen-minute talk, sponsored by the 
association, on Saturday morning from 9:45 to 10 
o'clock over Station WBBM. 
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San Francisco County Medical Society—The San Fran- 
cisco County Medical Society broadcasts every Tues- 
day from Station KFRC, 4 to 4:15 p. m., and over 
Station KJBS from 11:15 to 11:30 a. m. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of August is as follows: 

Tuesday, August I—KECA, 9:30 to 9:45 a. m. and 
KFI, 10 to 10:15 a. m. Subject, How to Extend 
Youth. 

Tuesday, August 8—KECA, 9:30 to 9:45 a. m. and 
KFI, 10 to 10:15 a. m. Subject, Cause of High Cost 
of Illness. 

Tuesday, August 15S—KECA, 9:30 to 9:45 a. m. and 
KFI, 10 to 10:15 a. m. Subject, Life’s Necessities. 

Tuesday, August 22—KECA, 9:30 to 9:45 a. m. and 
KFI, 10 to 10:15 a.m. Subject, Problems of Nutrition. 

Tuesday, August 29—KECA, 9:30 to 9:45 a. m. and 
KFI, 10 to 10:15 a.m. Subject, Past Barred Windows. 


Cancer Cures and Treatment.—The Bureau of In- 
vestigations of the American Medical Association has 
brought off the press a new edition of the pamphlet, 
“Cancer Cures and Treatment.” This interesting pam- 
phlet deals with thirty-nine “cures” and “treatments” 
exploited from fifteen different states. The pamphlets 
are sold at a nominal price of 15 cents each. 


Stanley McCormick Guardian Named.—<According 
to a United Press dispatch, Dr. W. S. Franklin of 
Santa Barbara on July 18 was accepted as a member 
of the board of five guardians appointed for Stanley 
McCormick, multimillionaire incompetent. 

On a motion of McCormick’s wife, Katherine 
Dexter McCormick, Superior Judge A. B. Bigler ap- 





*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to California 
and Western Medicine, 450 Sutter Street, San Francisco, 
for inclusion in this column, 
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pointed Doctor Franklin to the post over the protests 
of a sister and brother, Harold McCormick and Anita 
McCormick Blaine. 


Rating Service Extended to Private Practice.—A 
plan recently adopted by the Cleveland Academy of 
Medicine for investigation of the financial condition 
of patients unable to meet full charges for medical 
service has now been placed at the disposal of any 
member of the academy who wishes to send patients 
for ratings. The patient will pay a fee of 50 cents to 
the bureau of social service, which is under the direc- 
tion of a trained worker. The development of social 
service as an adjunct to the private practice of medi- 
cine is said to be unprecedented. The bureau plans 
also to advise families in preparing budgets to allow 
for the exigencies of illness—Journal of the American 
Medical Association, July 15. 


Physicians in Conservation Camps.—Nine hundred 
and fifty-nine physicians have been assigned to the 
work of rendering medical care and treatment to 
240,514 men in the Civilian Conservation Forestry 
Camps and Army Reconditioning Camps. The num- 
ber includes 472 members of the Medical Reserve 
Corps, 126 army medical officers, 203 naval medical 
officers, 82 physicians on full-time contract basis, and 
76 on part-time contract. Officials of the War Depart- 
ment estimate that 200 more physicians will be re- 
quired as soon as a total of 300,000 men in camps has 
been reached. Nine hundred camps are now in oper- 
ation out of a total of 1,639 planned. Officers of the 
Medical Reserve Corps with rank of lieutenant or cap- 
tain and other physicians desiring such service should 
make application to the commanding general of the 
corps area in which they live. 

Ninth Corps Area—Headquarters, Presidio of San 
Francisco. States included: Washington, Oregon, 
Idaho, Montana, Utah, Nevada, California, and por- 
tion of Arizona, 


Tree Planted in Memory of Late Doctors Fitch 
C. E. Mattison and Charles D. Lockwood.—A live-oak 
tree was planted in the new garden at Pasadena Hos- 
pital on June 20 in memory of two well-beloved Pasa- 
dena citizens, noted as surgeons: Dr. Charles D. Lock- 
wood and Dr. Fitch C. E. Mattison. 

The tree was planted by the Woman’s Auxiliary of 
Pasadena Hospital. The ceremonial of the tree dedi- 
cation took place at 11 o’clock. Mrs. Lockwood, 
widow of Doctor Lockwood, and Mrs. Bess Behr, 
daughter of Doctor Mattison, placed the first spadeful 
of earth around the tree. 

Members of the hospital medical staff, the Woman's 
Auxiliary, and employees of the institution, all of 
whom held Doctors Lockwood and Mattison in warm 
affection, attended the ceremonial, which was in 
charge of Mrs. Frederick Mills. 

The garden where the memorial oak will spread its 
friendly shade was presented to the hospital by the 
Woman’s Auxiliary recently —Pasadena Star-News. 


American Urological Association.— At the recent 
annual session of the American Urological Associ- 
ation, Dr. Miley B. Wesson of San Francisco was 
elected president. This is the first time in some twenty 
years that this office has been held by a Pacific Coast 
urologist. 
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CORRESPONDENCE 


Subject of following letter: Excerpts from a com- 
munication from a well-known eastern colleague. 


July 20, 1933. 


Dear Doctor Kress:—Thank you for your letter. I 
have continued my interest in your legislative prob- 
lems by reading your excellent journal every month. 
Frankly, your journal is one of the state publications 
that I find profitable reading. 

I have perceived your legislative difficulties. I recog- 
nize the forces you have to contend with. I appreciate 
the tremendous amount of work that devolves upon 
Doctor Harris. You are very fortunate in having his 
services and time. 

Likewise I have been very interested in the several 
California plans advanced to provide medical care. 
] am endeavoring to keep an open mind midst all this 
anxiety and perplexity that confronts our profession. 
My chief concern is for and about the individual 
doctor. The large majority of them have no concep- 
tion of the forces that are invading the field of medi- 
cine, They continue unconcerned and make no effort, 
still they wonder why conditions are as they are. 
When medicine fails, it will be because the individual 
doctor failed. Just how we can best get around him 
and prevent his failure is a vital problem. 

We are endeavoring to blaze a way based upon our 
survey findings. We are developing plans. . . 

Our legislative burdens became easier by the ad- 
journment of our legislature last Monday. The ———— 
succeeded in passing their bill through both houses. 
Our Governor vetoed it, and the veto was sustained. 
This cult expended a large sum of money, and we 
had a “Cash and Carry” legislature. It looks as if we 
will have to expend more funds if we are to succeed 
in defeating these cults. I wonder if we should, as did 
Minnesota... . 

California had a fine delegation in the House in 
Milwaukee. Keep sending them, in order that they 
become familiar with procedures and national problems. 

Sincerely, 
nO Og sates | 


Subject of following letter: A communication re- 
garding Assembly Bill 539 (Commitment of Mental 
Patients). See also June California and Western 
Medicine, page 476. 


TO THE MEMBERS AND FRIENDS OF THE SOUTHERN CALIFORNIA 
COMMITTEE ON PROPOSED CHANGES IN 
COMMITMENT LAWS 


Governor Rolph vetoed Assembly Bill 539 (for the 
commitment of mental patients to state hospitals) be- 
cause of the opposition to the bill by the California 
Sheriffs’ Association. 

The sheriffs opposed this humanitarian measure be- 
cause of its provision that the function of transporta- 
tion of mental patients to state hospitals be assumed 
by attendants from the state hospitals, thus depriving 
the sheriffs of the fees paid by the state for the exer- 
cise of that function. 

The sheriffs induced the county supervisors to op- 
pose it through their erroneous claim that the counties 
would be put to great expense if the use of jails for 
the detention of mental patients pending commitment 
were abolished. 

Amendments had been made in an effort to save the 
remainder of the bill through meeting the objections 
of the sheriffs and supervisors. These amendments 
permitted the sheriffs to continue to transport mental 
patients to the state hospitals (oftentimes in hand- 
cuffs), and permitted the continuance of the prelimi- 
nary detention of mental patients in jails (in twenty- 
eight counties jails used for such detention, and in 
seventeen addit#@gal counties jail-like facilities). 

The persistent-epposition by the sheriffs in the face 
of these amendments is believed to have been based 
upon their apprehension that the bill, even as amended, 
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might two years hence prove to be an entering wedge 
which would endanger their selfish interests. 

Presumably only measures pertinent to the eco- 
nomic situation will be considered at the special July 
session of the legislature. In any event it appears 
best to defer further efforts to effect changes in the 
California commitment laws to a more favorable time. 

7 7 7 

Several thousand citizens of California have given 
this bill their interest, or interest and support. The 
Legal Aspects Committee of the American Psychi- 
atric Association endorsed the bill, which goes to 
show that it is sound and has merited support. The 
Executive Committee extends thanks to the many 
friends of the bill, collectively, regretting that such 
expression of appreciation cannot be made personally 
and individually. 

This is particularly to ask you whether you will be 
interested in the continuance of the work of this com- 
mittee, possibly under another name such as _ the 
“Mental Health Association of California,” as a state- 
wide organization, nonpartisan and nonpolitical, with 
a broad scope in dealing with situations affecting the 
mentally disordered, the prevention of mental dis- 
order, problems of childhood and, in brief, the general 
mental hygiene problems of the state. 

Thanking you sincerely. 

GLENN Myers, M. D., 
Chairman, Executive Committee. 
1052 West Sixth Street, Los Angeles. 


Subject of following letter: A communication from 
the Dental Educational Council of America on certain 


recommendations of the Commission on Medical Edu- 
cation. 


THE DENTAL EDUCATIONAL COUNCIL OF AMERICA 
PROVIDENCE, RHODE ISLAND 


June 30, 1933. 


To the Editor:—At a recent meeting of the Dental 
Educational Council of America the Council adopted 
the following minute relative to the final report of the 
Commission on Medical Education, and the secretary 
was instructed to send you a copy thereof, with the 
hope that you may publish it in the next issue of your 
journal. 


“The Dental Educational Council of America has given 
special attention to the comment on dentistry on pages 
216-217 of the ‘Final Report of the Commission on Medical 
Education’ (December, 1932). Included in the Commis- 
sion’s comment is the expressed opinion that ‘dentistry 
should be developed under medical education.’ No rea- 
sons for this intended subordination of dentistry are 
given excepting the general opinions that (a) ‘it would 
seem logical’, (b) ‘would be consistent with university 
principles which no longer recognize the artificial separa- 
tion of fields of knowledge’; and (c) ‘would go far toward 
establishing a highly desirable and valuable correlation 
of the professional training of these two closely related 
fields of practice,’ medicine and dentistry. 

“These suggestions for the subjugation of the dental 
profession are neither impressive nor persuasive. To the 
Dental Education Council, cognizant of the related facts 
in the history of both medicine and dentistry, the pro- 
posed development of dentistry ‘under’ medical education 
in the United States (a) would seem to be illogical; (b) 
would be inconsistent with university principles which 
clearly recognize the public necessity for the self-determi- 
nation of, and for appropriate differences in education 
for, the various professions; and (c) instead of correlat- 
ing the professional training in medicine and dentistry, 
would degrade one profession for the exaltation of the 
other, and also demoralize the service of the practitioners 
thus dishonored. 

“There should be intimate coérdination between the 
principles and procedures of education for medical prac- 
tice and for dental practice. Although remaining inde- 
pendent, these two forms of health-service education 
should be made more closely interdependent for the better- 
ment of each. The Council and the dental schools have 
long promoted this mutual helpfulness. The strengthen- 
ing of this constructive educational development in the 
public interest appeals to us as a far more important 
interprofessional objective than the relegation of one pro- 
fession to a position of enforced inferiority. For the 
attainment of this worthier purpose, we pledge the cordial 
interest and effective cojperation of the faculties of the 
dental schools in the United States.” 

Apert L. Mipciey, 
Secretary. 
1108 Union Trust Building. 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VI, No. 8, August, 1908 


From Some Editorial Notes. 


Important Suggestion—For most of the years of its 
life, this Journal has been one of those to raise its 
voice in the demand that more physicians take an 
active interest in the political control and government 
of our states and of our nation. Practically all law 
making has been done since the United States began 
as such by lawyers. As a result, we have more laws 
than we know what to do with, and our courts are, 
almost without exception, devoted to the matter of 
finding new technicalities in and conflicts between 
these numerous laws. The people have suffered. Pub- 
lic health legislation has been ignored. The voice of 
the scientific minister to the health and welfare of the 
people has not been heard, as it should have been, in 
our legislative halls... . 


A New Home—In April, 1906, the San Francisco 
County Medical Society lost its home and its library, 
which was fast reaching considerable proportions and 
distinct value. Practically every one of its members 
likewise suffered, and for a time the society was in a 
very precarious condition. But the meeting for June, 
1908, two years and two months after the disaster, 
marked the beginning of a change for the better; at 
that time the Society held its first meeting in its new 
home. Once more San Francisco County has a real 
“home” for its library and for its meetings, and, 
through the most unbounded generosity of our brother 
physicians in all parts of the world, it also has, once 
more, a library of no mean proportions for the use 
of its members. About nine rooms on the top floor of 
the Butler Building (corner of Geary and Stockton 
streets) were secured before the building was finished 
and these have been thrown together, forming one 
large meeting room, with two smaller reading rooms 
adjoining. ... 


Such a Business!—The editor of the Journal of the 
South Carolina Medical Association has resigned from the 
American Medical Editors’ Association and a recent 
number of his publication sets forth some correspond- 
ence explaining the whyfor. You see, the editor in 
question is a very active gentleman and his state 
organization is behind him, as it should be. He has 
repeatedly come out with arguments to the effect that 
the members of the society, other things being equal, 
should patronize those firms that advertise in their 
journal, and has urged the members, whenever a de- 
tail man comes into their office, to ask him whether 
his firm advertises with their journal, and if not, why. 
That is simple and reasonable. (Incidentally, in pass- 
ing, let us urge upon the members of our own Cali- 
fornia society to do the same thing—and stick to 
it.) 





From an article on “The Stimulants Used in Cooking” 
by Douglass W. Montgomery, M.D., San Francisco. 

The table as a piece of furniture should be held in 
great esteem. By turns it is loaded with learned books 
and succulent meats, which serve for nourishment for 
mind and body... . 


But good and evil are born at a whelping, and while 
the table brings us much good, it also brings us much 
evil. Remonstrance is especially needed against the 
misuse of spices and pepper. .. . 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA* 


By Cuarves B. PinkHAM, M.D. 
Secretary-Treasurer 


News Items 


At a regular meeting of the Board of Medical Fx- 
aminers held at Native Sons Hall, San Francisco, 
July 11 to 13, 1933, inclusive, 140 applicants appeared 
for written examination, the majority being graduates 
of medical schools. In addition to the routine busi- 
ness were heard fifteen cases on the legal calendar, 
with the following results: 

Pedar S. Bruguiere, M. D., San Francisco, was found 
guilty of aiding and abetting an unlicensed practitioner, 
namely, James Morgan Clement, mentioned in “News 
Items” November, 1932, as promoting a secret cancer 
remedy. On July 13, 1933, Doctor Bruguiere’s license 
was suspended for one year. 

William H. Curtis, M.D., San Diego, was found 
guilty of narcotic derelictions. Revoked July 11, 1933. 

Arthur Lee Davis, M. D., Los Angeles, was found 
guilty of narcotic derelictions. Revoked July 11, 1933. 

George B. Dewees, M. D., Fresno, on July 12, 1933, 
was found guilty of habitual intemperance. Penalty 
deferred to the October meeting. 

George Wellington Frasier, M. D., Los Angeles, on 
July 11, 1933, was found guilty of narcotic derelictions 
and placed on probation for a period of five years 
without narcotic permit or possession. 

Henry L. Gardner, M.D., San Francisco. Hearing 
continued to October meeting. 

Robert Blake Griffith, M.D., Beverly Hills, was 
found guilty of aiding and abetting an unlicensed prac- 
titioner, namely, Madame de Desley, mentioned in 
“News Items” September, 1926, January, 1927, June 
and July, 1933. On July 12, 1933, Doctor Griffith was 
placed on probation for five years. 

Charles O. Lowry, M.D., Pasadena, was found 
guilty on July 11, 1933, of narcotic, derelictions and 
was placed on probation for a period of five years 
without narcotic permit or privileges. 

Richard J. Morrison, M.D., Santa Monica, was 
found guilty on July 11, 1933, following his plea of 
guilty to a violation of the State Poison Act re nar- 
cotics, and placed on one year probation. 

James Archibald Ramsay, M. D., Santa Monica, was 
on July 11, 1933, found guilty and placed on one year 
probation, based upon his plea of guilty to violation 
of the State Poison Act re narcotics. 

Zailik Saltzman, M.D., Los Angeles, was found 
guilty of aiding and abetting an unlicensed prac- 
titioner, namely, Madame de Desley, mentioned in 
“News Items,” September, 1926, January, 1927, June 
and July, 1933, and on July 12, 1933, was placed on 
probation for a period of five years. (Previous entries, 
October and November, 1926.) 

The cases of Charles E. Taylor, M. D., and Thomas 
D. Wyatt, M. D., were dismissed. 

Further hearings of Isador A. Wallach, M.D., and 
Clayton E. Wheeler, M.D., were continued to the 
October meeting. 

The license of Clarence Edwords, M.D., revoked 
October 21, 1930, on a charge of illegal operation, was 
restored July 12, 1933, and he was placed on proba- 
tion for a period of five years. 

The board passed a resolution requiring that all 
applicants from foreign medical colleges must produce 
preliminary and premedical educational certificates ac- 
ceptable to the California board, showing fulfillment, 
prior to matriculation, of the requirements of Section 9 
of the Medical Practice Act. Such an applicant must 
— oul 
* The office addresses of the Califofia State Board of 


Medical Examiners are printed in the roster on advertising 
page 6. 
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